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Trubyte New Hue Posteriors 
Trubyte New Hue Posteriors 
have cuspal inclinations that are 
MADE IN U. 5. comparable to those of moder- 
TRUBYTE NEW HUE DIATORIC ‘4 ately worn natural teeth. 
Especially suited for partial and 
full dentures that oppose natural 
MADE U. teeth, and for full denture cases 
in which individual condylar 
records have been made. 


Trubyte New Hue 20° = 
Posteriors ore by far the : 6” 
most popular teeth for full 
denture work. Their low cuspal 


inclination minimizes lateral RUBYTE NEW HUE 20° DIATORIC : 
thrust. Their narrow occlusal é 
contact minimizes pressure on 

the underlying ridge. 


Geometric Posteriors in 
piatonics Trubyte New Hue Shades 


@ For those dentists who prefer 
posterior teeth with no lateral 


| MADE IN U. A A. PATENTED cusp inclination, Geometric Pos- 
teriors are available. Designed 
~ by J. B. LaDue, D.D.S. and J. A. 


OG 67 Saffir, D.D.S., Geometric Posteri- 
ors possess definite advantages 


2 PATENTED over all other flat plane teeth. 


DENTISTS’ SUPPLY COMPANY OF NEW YORK 


220 WEST 42ND STREET, NEW YORK 18, NEW YORK 
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There is no better guide for 
the selection of materials than 


experience, observation and 


results. 
cast of DEEFOUR gold 


Today's 
~~ The advantages of gold are outstanding. 


Do not allow the 
flask to cool be- The partial continues to serve when it is 


fore casting. Cast constructed of DEEpendable gold. 
in a hot mold. 


OFFICE AND PLANT REFINERS & MFRS. 
1900 WEST KINZIE STREET.. Ay ..CHICAGO, 22, ILLINOIS 


141 JOHN ST., TORONTO 
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Half the 
Selling 

Job 

Is Done 
when You Suggest 
PLATINUM-PALLADIUM-GOLDS 


Platinum-palladium-golds have 
an acceptance unmatched by 
other restoration materials. For 
every patient has a natural re- 
spect for precious metals. 
Yet, because the major cost 
of any restoration stems from 
the labor involved, you can give 
your patients the comfort of 
all-precious metal appliances 
at a total cost not much greater 
than that of other materials. 
So cite the many patient 
benefits when you suggest 
platinum-palladium-golds. Re- 
member, half the selling job is 
already done. 


“PLATINUM - PALLADIUM -GOLDS IN DENTISTRY” 
contains many pages of helpful information. 
Have you sent for your free copy of the booklet? 


Platinum Metals Division 
THE INTERNATIONAL NICKEL COMPANY, INC., 67 wWoll St., New York 5, N.Y. 
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hardens quickly 


KADON fillings harden promptly, develop 
high strength early. Restorations can be 
polished 20 minutes after the start of the mix! 


Other advantages: KADON looks 

“alive” in the tooth... won't wash out... 
won't kill pulp. And the 

manipulation of KADON involves only those 
techniques that are thoroughly familiar 

in the dental office! 


materials ca CAULK Miltord Delaware 
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Switch 
from water to oil 
anytime with the 


Here’s the one sterilizer that solves your problem, Install it now 

then when you want to change from water to oil sterilization, just flip 
a switch and you have the very latest in modern asepsis. See this 
revolutionary model with its new Storador at your dealer's. Combina- 
tion oil-water sterilizer also available in duplex model, Model 4101. 


PELTON 
Bu 
THE PELTON & CRANE CO., DETROIT 2, MICHIGAN | 
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2 A brand name 
insures the makers 
responsibility 


CO-RE-GA is the denture 


adhesive known wher- 

ever dental sundries are 

distributed and dentistry 
is practiced. 


ed. 


COUNCIL ow DENTAL 
“THERAPLUTICS 
CO-RE-GA IS NOT ADVERTISED re 


TO THE PUBLIC SSOCIAT 


Zone____. State 


CO-RE-GA CHEMICAL COMPANY 
75 Mill Rood * Jersey City 2, New Jersey 
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SWAN SONG 


@ Aim and squeeze the PowDALATOR Insufflator and you strike 
a devastating blow against infectious bacteria. Penicillin-sulfanilamide 


powder is sprayed directly into the post-extraction socket or 
other wounded areas of the mucous membrane—focusing antibacterial! 


action on the locale of infection. 
Oral prophylaxis is as simple as it is effective with the PowDALATOR 


Insufflator. Merely attach disposable insufflator tube to rubber bulb, 
remove nipple on end of tube—you're ready to spray. 
POWDALATOR package includes insufflator bulb and either 20 
or 100 sterile sealed glass tubes, each tube containing 5000 units 
crystalline penicillin G potassium and 0.25 Gm. sulfanilamide. 
Why not utilize the PowDALATOR'S convenience and 
effectiveness in your practice? Order a 


package from your usual supplier now 


NOTE THE 


(Abbott's Penicillin Sulfonamide Powder with Sulfanilamide in Insufflator Tubes) 


at 

J 
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est Esthetics 


SPECIFY THIS COMBINATION 


FOR ALL YOUR METAL RESTORATIONS 


Steele’s New Hue FLATBACK facings are de- 
signed specifically as bridge teeth. They 
harmonize perfectly with adjacent natural 
FLATBACK teeth—even to that lifelike sparkle. Restora- 
FACINGS - In tions made with, these facings provide not 
only superior esthetics, but maximum service- 

New Hue Shades ability as well. 


° Steele’s GOL-FAC backings are standard P.G. 
backings with a thin layer of gold on the 
face. The gold color preserves the original 
shades of the New Hue teeth. For best esthet- 


GOL-FAC ics Steele’s GOL-FAC backings should always 
BACKINGS be used with Steele’s New Hue teeth. 


: When the castin 


GOLFAC backings (like 


ckings) require th 9s ‘like all Steele's 

use of a 
Ransom & Randolph. ent—made 


THE COLUMBUS DENTAL 
MANUFACTURING CO. 
COLUMBUS 6, OHIO 
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Case photographs from Mowable- 
Removable Bridgework, McCall & Huegel. 


publishe rs 


by special permission of the 


at 
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ya principles of the Chayes technic and the con- 


sistently fine performance of precision appliances 
built in accordance with Chayes principles are a 
matter of record. It will be our aim, through the 
nationwide facilities of Ney Sales and Technical 
Service, to bring the advantages . .. and especially the 
basically simple \aboratory technics . . . of the Chayes 


system to a very much wider audience. 


Your Ney Technical Representative is now your 
NEY CHAYES consultant as well. He will be glad 


to assist you in any way possible. 


THE |. M. NEY COMPANY + HARTFORD 1, CONNECTICUT 
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Basic therapy for healthy oral mucosa 


SQUIBB 


Four vitamins are essential for the integrity of buccal 
mucosa. Three of them—thiamine, riboflavin and niacina- 
mide—are members of the B complex; these, together with 
Vitamin C, are referred to as the “critical water soluble 
vitamins”. 
When nutritional deficiencies are reflected in oral lesions 
Basic Formula Vitamin Tablets Squibb provide: 
CORRECTION —of the deficiencies often associated with 
changes giving rise to gingivitis 
PROTECTION —when given prophylactically, or as an 
adjuvant to chemotherapy or antibiotic therapy of 
oral infections 
CLINICALLY PROVED, truly therapeutic dosages of: 
Dosage: oneormore Thiamine Hydrochloride 10 mg. 
Teblets daily Riboflavin 5 mg. 
Bottles of 30, 100, Niacinamide 150 mg. 
250and1,000 Ascorbic Acid 150 mg. 


BASIC FORMULA 


VITAMIN TABLETS 
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Endorsement 


| Phospho-Soda (Fleet)’s* endorsement by modern clinical , 
authorities stems in great measure from its gently thor- 

ough action—free from disturbing side effects. That, too, 
: is why so many practitioners are relying increasingly on 
safe, dependable, ethical medication for 
laxative therapy. Liberal 
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ACCEPTED FOR A THE JOURNAL AMERICAN MEDIC. ASSOCIATION 


The element of chance plays no part in the Dresch-developed 
Repuicast technic; each step in this ultra-scientific casting pro- 
cess is carried out with testing-laboratory precision. And under. 
lying its development are more than thirty years of study and 
experience in partial denture engineering. 

Because dentists who discovered this superior service told 
| their colleagues, these supremely accurate appliances have won 
nation-wide professional acceptance. 

What's more, you do not have to pay a premium for a 
Rep.icast case. Precision technics lend themselves to efficient, 
step-by-step production. They not only eliminate the hazards 
of empirical methods, but often cost less. 


Mail the coupon or write for further particulars now. Then 
discover for yourself how effectively you 
ean employ Repiicast precision remov- 
ables to enhance the prestige and scope 
of your partial denture service. 


1009 Jackson Street—tToledo 1, Ohic 


Tell me more about ‘Repxicast’ precision removables. 
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For every patient, a complete 
radiographic record of the 
apices of the teeth and their 
contiguous areas is essential... 


to provide a 


£ 3 


guide to effective dental service 


Periapical radiographic examinations are 
needed initially and at various steps in 
dental service: 

Initially . . . a complete study, to assure 
a comprehensive understanding of the 
entire mouth so that restorative meas- 
ures can be most effectively planned. 

. . radiographs of indi- 


At various steps . 


vidual areas, to facilitate the work and 
record progress when the condition calls 
for extended treatment. 

When periapical radiography is util- 
ized in this manner, the dentist saves 
time and effort . . . the patient receives 
the benefits of service based on full ie 
understanding of his oral condition, ? 


LOCATE UP TO 40% 


i iographs 
For sharp, bright rad ' 
_..the Kodak Film-Chemical Cc 


ombination 


MORE CAVITIES 


Today, current denti- 
frice advertising is cre- 
ating more and more in- 
terest in care of teeth. Capitalize on thi 


1. Use Kodak X-ray Fams— Kodak treng . . . to increase the scope of your serv 
os ical . . . Kodak Occlusal . - - Kept fresh in her- ice to your patients. See that they read th 
4 he dentist know ore, do more. KEP Kodak 12-page booklet, “How to Preven 
to help the led foil packages. | Toothache,’ by Howar 
metically — Kodak R. Raper, D.D.S. (First 50 
2. Use Kodak Processing _ Kodak Con- copies are free—additional 


Dental X-ray Developer . 

Fixer. Tested ingredients, com 
qountall with laboratory care. 
results, alway Kodak Film and process 

"Remember — order together 


it in Kodak Chemicals ental dealer) . . . use rogether 


(through your regular d 


because they are made to work together. 


, Film Corner Cutter. . 


copies, $1 per 100.) Records 
show that such examina- 
tions lead to location of 
up to 40% more cavities. 


Products for Dentists: 
Other Kode Keay Eastman Kodak Company 
Exposure Holders... . intensifying X-RAY DIVISION 

Lamps and Fi 
Processing Rochester 4, N. 
Mounts 

Hangers . - - Thermome [uminator. 


TRADE -MARK 
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The NEW Crescent Wig 1-BUG 


H... is the NEW, streamlined Model of 
the famous Wig-l-bug, the wonder electric- 
mortar-and-pestle that is placing amalgam 
work ona scientific basis. The dependable, 
trouble-free Wig-l-bug mechanism—that 
has proved so successful—is now housed 
in beautiful bakelite. And a New, 
accurate, easy-to-read electric timer 

has been added. 

Requires only 7 to 10 seconds to 
triturate enough amalgam for the 
average filling. Saves time, prevents 
waste, produces uniformly 
perfect mixes with 
a smooth, fine 
texture. Use the 


5,000. $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 ACCIDENTAL DEATH $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 ACCIDENTAL DEATH $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 ACCIDENTAL DEATH $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 
Also hospital exp for bers, wives and children at small additional cost 


85¢ out of each $1.00 gross income used for members’ benefit 


$3,500,000.00 $16,500,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


48 years under the same management 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 


Wig-l-bug with your ‘; 7 Ct? ‘ 
| Model No. 5A preferred alloy. 
Thru Your Dealer or Direct 
| 50th ANNIVERSARY YEAR 
j @ DENTAL MANUFACTURING CO. 
i 1839 South Pulaski Road, Chicago 23, Illinois 
; Cost has never exceeded amounts shown ; 
q 


LEADING AUTHORITIES 


describe their technics and methods in one volume—full of essential, prac- 
tical everyday facts. National coverage of the eight major branches of 
dentistry—up-to-date findings conveniently arranged in a single, time- 
saving source. Inexpensive and handy—a truly valuable addition to every 
dental office. No practicing dentist can afford to miss this guide to per- 
formance in his daily work. 


417 PAGES +306 ILLUSTRATIONS 912” 


J. B. LIPPINCOTT COMPANY 
E. WASHINGTON SQUARE 
PHILADELPHIA 5, PA. 


Please enter my order and send me: [] Grossman, Handbook of Dental Practice, $12.00 
(0 Cash enclosed (0 Charge my account 


CITY, ZONE, STATE__ 
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A precision cast Durallium case 
rarely needs adjustment. Elements 


included in Durallium, however, make 


adjustment possible without fear of 


breakage. At the same time, Durallium 


importan 


maintains a high degree of resiliency. 


These superior qualities have been 


demonstrated conclusively at dental 


conventions throughout the country. 


Dentists visiting the Durallium booth 
have tested Durallium clasps for adjust- 
ability by flexing them repeatedly. 


Thus they vividly illustrate the 


adjustability inherent in the metal. 


A companion advantage to adjustability 


is the resiliency of Durallium. 


At conventions doctors have tested a 


cast Durallium spring and have been 


amazed at its dynamic resiliency. 


The results of the two tests are 


impressive. They are proof 


of Durallium’s ability to help you 


to achieve complete satisfaction 


Write for details on 
Duralliam ...or ask you@ 
Durallium laboratory 


durallium™® 


products corp. 


for your patients. 


S09 W. WASHINGTON BLVD. + CHICAGO 7, ILLINOIS 
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Give faster pain relief 


with BUFFERIN 


1. Burrerin 
enters the 
stomach here. 3. Burren helps 
dilate the pyloric 
iM valve, promptly leaves 


2. BuFFERIN exerts its 
antacid effect, lessening 
the possibility of 


4. Burrerin’s 
analgesic component is 
absorbed into the blood 
twice as fast as aspirin, 
relieves pain. 


When you prescribe BuFFERIN to your patients you 
assure faster relief of pain. Clinical studies' show that 
within ten minutes after BUFFERIN is ingested, blood 


salicylate levels are as great as those attained by aspirin 
in twice this time. That is why BUFFERIN acts twice as ' 
fast as aspirin. ma 


antacid ingredients provide protection against the | t 
gastric distress so often seen with aspirin.’ BUFFERIN, | grains of acetylsalicylic acid with 
therefore, is especially suited for use when prolonged | optimal proportions of magnesium 
’ use of salicylates is indicated. carbonate and aluminum glycinate. 


1. Effect of Buffering Agents on Absorption of Acetylsalicylic Acid. 
J. A., Se. Ed. 39:21, Jan. 1950. 


is a trade-mark of the Bristol-Myers Company 


A product of BRISTOL-MYERS COMPANY 
19 West 50 St., New York 20, N. Y. QO © 
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SAFETY 
FIRST 


CONSIDERATION 


The champion's glove crashing against his opponent's 
chin, is a potent weapon . . . but far from safe! 


IN LOCAL ANESTHESIA too we must consider the rela- 
tionship between safety and potency. Many anesthetic 
drugs in excessive concentrations or combinations will 
produce deep anesthesia. So will cocaine. But these 
“stronger” anesthetics can induce toxic reaction and, in 
many instances, unpleasant postoperative sequellz. 


MONOCAINE Formula 2ME (Monocaine 2% with 

epinephrine 1:50,000) on the other hand, produces 

anesthesia as deep as Procaine 4% yet its toxicity is 

appreciably less than that concentration of Procaine. 

SPECIFY Monocaine Formula 2ME was specifically designed for 
cases that are difficult to anesthetize. 

FORMULA The Monocaine 1%2% solution is 

recommended for routine use. 


THE 2ME solution will not produce 
parasthesia. It will not prolong the 
anesthesia unduly to discomfort the 
patient. 2ME is Safer than a 4% 
procaine or similar anesthetic. 


Monécaine ts the re- 
Eistered trade mart NOV OCOL CHEMICAL MF a Cc 
Mfg. Co., Inc. 


am 
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soft, firm texture —cotton, raya 
more hygienic —new towel for bo 


no glare —green stripes 
convenient —folded ready for us 


100 or 500 from your 


compact storage 

attractive quantity rate. 


(Shade Nos. 20, 21,2 2, 23, 24, Ps 
Replica 


$21.00 
COSMO: DUCTS, INC. MFRS. OF 


Replica is 
plastic filling material! ideally suited | 


for mixing in a dappen dish, since it 


does not require spatulation! At the 


proper one Replica clings 
tenaciously to cavity walls—it stays 

*~ Clinicians have also found the 
properties of Replica to be of decided 
advantage in the of in- 
_ lays, crowns and brid 


AS. A FILLING MATERIAL: inc 
private practice during the past two years, shoudiilite 


thousands of Replica fillin were made without 
‘single report of a filling “washing out” falling out, leak- 
ing or causing pulp injury! by 


the easiest to mix and Ae 


JAS A CEMENT: the unique cov, 
pled with its stability in oral fluids and its extremely fine 
_ film-thickness, present many advantages in the cementa- 
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* NSENE “33" + 219 —. 44TH ST., NEW YORK CITY : 


YOUR TEETH... 
how they grow 


is now available 


A PAMPHLET for use in the dental office and schoolroom 


. to 
help the dentist and the teacher present dental health informa- 
tion on... 
e Number of teeth 
e Function, shape, structure 
e Development 


e Care of the teeth 


Prices 
25 copies A sample copy 
50 copies on request 


AMERICAN DENTAL ASSOCIATION 
222 East Superior Street Chicago 11, Illinois 
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Research seeks the whole truth about Ice Cream each new 


study leads to a better understanding of ice cream’s food value 


UR knowledge of ice cream’s nutritive 
content has been extended greatly in 

recent years. In 1948, the first analytical 
study of all the nutrients in an ice cream 
formula was published.* Prior to that 
time, the food value of ice cream was 
calculated from its individual ingredients. 
Comparison showed the analytical values 
to be similar to the calculated ones in most 
cases. It would appear, therefore, that 
the nutrients are little changed by the 
process of making ice cream. 

Tests have been made, also, to determine 
the stability of vitamins in ice cream. 
Results show that 95% of the vitamin, 
riboflavin, is still present, even after 
experimental storage for periods as long as 
seven months. Furthermore, 84% of the 


original carotene content remains after 
the same period.** 

A more recent phase of ice cream 
research deals with the effects of ice cream’s 
temperature on certain body functions. 
X-ray showed that the coldness of ice 
cream had no effect whatever on emptying 
time of the stomach. It was also found 
that ar ordinary serving caused no signifi- 
cant variation in pulse or blood pressure. *** 
*Dahlberg, A. C. and Loosli, J. K. Nutritive value of 
commercial ice cream. J. Am. Diet. Assn. 24:20 (Jan.) 
1948. 

**Holmes, A. D., Kuzmeski, J. W. and Canavan, F. T. 
Stability of vitamins in stored ice cream. J. Am. Diet. 
Assn. 22:670 (August) 1946. 

***Henachel, A., Taylor, H. L. and Keys, A. Some 
responses of man to internal thermal stimulation. 

Fed. Proc. 8:73 (March), 1949. 


io DAIRY COUNCIL 


The presence of this seal indicates 

that all nutrition statements in this 
advertisement have been found acceptable 
by the Council on Foods and Nutrition 
of the American Medical Association. 


111 North Canal Street, Chicago 6, Illinois 


Since 1915 . . . the National Dairy Council, a non-profit 
organization, has been devoted to nutrition research and edu- 
cation to extend the use of dairy products. 
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Atlantic City 


HOTELS 


Key 
No. HOTELS 


Single 


Suites 


37— Ambassador 


6.00 - 


11.00 


20.00 - 26.00 


19—Apollo 


4.00 - 


6.00 


21—Boscobel 


3.00 - 


4.00 


1— Breakers 


5.00 - 


9.00 


27—Brighton 


6.00 - 


10.00 


18.00 - 28.00 


9-10—Chalfonte-Haddon Hall 6.00 - 


10.00 


20.00 - 34.00 


38—Chelsea 


5.25 - 


6.75 


21.00 - 28.50 


4—Clarendon 


5.00 - 


6.00 


28—Claridge 


6.00 - 


14.00 


30.00 - 31.00 


7—Colton Manor 


5.00 - 


9.00 


17—Columbus 


29—Crillon * 


33—Dennis 


6.00 - 


30— Eastbourne 


16—Flanders 


5.00 


35—Fox Manor 


5.00 - 


6—Holmhurst 


23—Jefferson 


24— Kentucky 


6.00 


18—Lexington 


5.00 - 


6.00 


25—Madison 


4.50 - 


32—Marlborough-Blenheim 


6.00 - 


15—Mayflower 


5.00 - 


20—Monticello 


3—Morton 


5.00 - 


14—New Belmont 


4.00 - 


12—Penn-Atlantic 


—President 


5.00 - 


10.00 


13.00 - 24.00 


Ritz-Carlton 


6.00 - 


12.00 


30.00 


—Runnymede 


4.00 - 


7.50 


—St. Charles 


5.00 - 


12.00 


Seaside 


5.00 - 


9.00 


Senator 


4.50 - 


7.00 


Shelburne 


6.00 - 


16.00 


Sterling 


4.00 - 


5.00 


Strand 


4.50 - 


6.00 


Traymore 


6.00 


14.00 


Villa D'Este 


5.00 - 


6.00 


8.00 - 


9.00 


wRate includes Breakfast. The above rates are subject to 3% Municipal Tax 


Atlantic City's streets ore 13 blocks 
to the mile instead of the usvol & 


8.00 - 10.00 
sac 8.00 900-1600 27.00 
4 7.50 - 8.00 
£00 6.00 - 10.00 
7.00 - 8.00 
— 700-1000 
200-100 
~ | 6.50 - 8.50 
10.00 9.00 - 16.00 27.00 - 36.00 | 
6.00 7.00 - 12.00 
: 
5.00 6.00 - 10.00 
800-1600 
TRENTON AVE: 


Hotel Reservation 
Application e « « 91st Annual Session— 


American Dental Association 
October 30— November 2, 1950 
Atlantic City, New Jersey 


16 Central Pier, Atlantic City, New Jersey 


INSTRUCTIONS: 
Reservations for hotel accommodations may be secured by completing 
this application blank and mailing it to: A.D.A. Housing Bureau, 16 
Central Pier, Atlantic City, New Jersey. List four choices of hotels. You 
will receive confirmation direct from the hotel accepting the reservation. 


If any difficulty arises with the reservation, write immediately to the 
A.D.A. Housing Bureau at Atlantic City. 


(Zone) State) 
a.m. 
Arrival in Atlantic City a p.m. Leaving. 


Accommodations: 
Hotel. 


(First choice) (Third choice) 


(Second 


C2 Single occupancy, rate to range from $_.______ to $ per day 
© Double occupancy, double bed, rate to range trom $__ to $__ __. per day. 
© Double occupancy, twin beds, rate to range from $__ to$______ per day. 


© Suite of TOOMS, including parlor, rate to range from per day. 


Occupants: use extrs sects tor additions! names) 
Rooms will be occupied by: 
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what steps to take. 


The same holds true for saving 
money for the future. 


It will take approximately two min- 
utes to find out how you can invest in 


either one of the two automatic plans 
offered by U.S. Savings Bonds. 


. Inquire at your place of business 
ay about the Payroll Savings Plan. Learn 
{ how easy it is to put aside savings for 
} ah Bonds right from your paycheck. 
4\ 


Or. if you have a checking account, 


Dancine 1s FAsy—once you learn 


saving is sunt saving US. Savings 


Contributed by this magazine in co-operation with the Magazine 
Publishers of America as a public service. 


ask at your bank. They'll explain all 
about the Bond-A-Month Plan, in 
which you use your checking account 
as a means for investing in U.S. Sav- 
ings Bonds. 


Both plans are simple, and call for 
no effort on your part. 


Both plans add up to the same thing 
—money to live on in the future. 


So start finding out about them. 
Remember, it only takes two minutes 
today to learn how you can make your 
tomorrows a lot more carefree! 


fi 
we 
4 
| © 
J | 
a® 
: 
é re: 
Z 
| 


A-27 


Put your patients 


PREPARED LIQUID 


—to help 
DON’T TAKE CHANCES protect teeth 
fe / and gums! 


BE SAFE WITH 


Recommending a Denicotea 
Holder is like prescribing an 
anti-nicotine, anti-tar diet — 
without requiring your 
patient to give up a single 
cigarette! 
Nicotine and tars trapped in 
the efficient Denicotea crystal 
filter can’t reach the oral cavi- 
ty—can't harm gums, can't 
stain teeth! 

PROFESSIONAL OFFER: 
Write for Denicotea Holder, 
$1. postpaid (reg. price $2). 


AtrreD Dept. D-10 
660 Fifth Ave., New York 19 


DE-NICOTEA 


Crystal Fitter Cigarette Holder 


| More dentists pref 
PROTECTIVE 
4 
MPANY 
Professional Protection 


edited for You 


| Whitten amd 


The JOURNAL of pre SURGERY is packed with practical 


articles for the general practitioner as well as the specialist. This 


' informative, well-illustrated Quarterly is devoted to 


“the art and science of oral surgery,” contains invaluable 


sci 


entific articles, case reports, queries and comments, 


Recently redesigned from cover to cover, it is inviting and easy to 


/ current literature, reviews and announcements. 


read 


. Edited by Reed O. Dingman, MD, DDS, and 


published by the American Dental Association to meet your needs 


j and to keep you posted on all that is new in theory and practice. Have 


/ your subscription start with the current issue. 


JOURNAL OF ORAL SURGERY 


Send in your subscription today 
Only $5 per year 


American Dental Association 
222 E. Superior St., Chicago 11, Hl. 
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Do you remember... 
— Admiral Byrd's flight to the South Pole in 1929? 


It was the year before that — 
in 1928—that Pepsodent created the slogan 


See your dentist 
twice a year 


—a slogan now firmly impressed on the minds of 
millions of Americans because Pepsodent advertising 
has repeated it billions of times! 


Pepsodent 


Division Lever Brothers Company 
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A NEW PAMPHLET 


on 


ORTHODONTICS 


Produced by the Council on 
Dental Health after consulting 


with recognized authorities in 
the field of orthodontics. 


Orthodontics answers many of the questions commonly asked by 
parents about the child who needs orthodontic care. It presents 
information on: 


e Healthy and attractive teeth as an asset 
e Prevalence of malocclusion 
e Causes of malocclusion 
e Prevention or correction of malocclusion 


e Factors governing treatment 


—PRICES— 


100 copies ‘ 


A SAMPLE COPY ON REQUEST 


AMERICAN DENTAL ASSOCIATION 


222 East Superior Street Chicago II, Illinois 
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—Cleans— Quickly, Efficiently 
—Cool, Minty Flavor 
—Leaves the Mouth Feeling Clean and Refreshed 


—Recommended and Used for Years by 
Discriminating Dentists, all over the World 


—Samples on request 


WHITEHALL PHARMACAL COMPANY «+ 22 East 40th Street, New York 16, N. Y. 
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THE 1951 
A. D. A. 


APPOINTMENT 
BOOK 


IS NOW 
AVAILABLE 


If you aren’t already on the 
standing order list, send in 
your order today. 


EXCLUSIVE FEATURES 
*% A full week’s appointments at a glance 
% Patient recall system 

*% Catalog of library books 

% Catalog of dental health educational literature 
% National holidays 

% List of acceptable local anesthetics 

* List of certified dental materials 

Use This Order Blank 


American Dental Association 
222 E. Superior Street 
Chicago 11, Illinois 

Check the order you wish to place: 

C Place my name on the standing order list to get the A.D.A. Appoint- 
ment Book regularly each year beginning with the 1951 edition and 
bill me for $1.50. I understand this order is cancellable at any time. 

[] Just send me a copy of the 1951 book and bill me for $1.50. 
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OP THE AFRICAN DENTAL ASSOCTATION 


The treatment of children’s fractured 


permanent anterior teeth 


NUMBER 4 


VOLUME 41 


The management of a fractured anterior 
tooth presents a great responsibility to the 
practitioner. The future of the young in- 
dividual may be determined by the ex- 
perience and ability, as well as positive 
interest demonstrated by the dentist. 
An unsatisfactory restoration, functionally 
or esthetically, may lead to the develop- 
ment of an inferiority complex, which 
in turn may be a major factor in the 
future happiness or success of the indi- 
vidual. 

The lives of many people have been 
influenced materially, directly or indi- 
rectly, by their appearance, manner of 
speech and habits which are associated 
with the alignment and appearance of 
teeth. Many young men with brilliant 
minds have been destined to minor posi- 
tions in life because of an inferiority 
complex or facial pattern which did not 
lend a favorable influence to a business 
firm. Many women have evidenced great 
disappointments in life, and some have 


John C. Brauer, D.D.S., M.Sc., Chapel Hill, N. C. 


been limited in their social activities, 
because they lacked the facial harmony 
and beauty associated with well-aligned 
and restored teeth. It is with this sense 
of responsibility that the dentist must 
approach the several problems common 
to the fractured anterior teeth. 


EXAMINATION REQUIREMENTS 


There is a minimum of four examination 
requirements when a patient first ar- 
rives in the office with a fractured an- 
terior tooth; namely, obtaining the 
history of the accident, determining the 
relative firmness or mobility and the 
alignment of the tooth involved, check- 
ing for vitality and the making of a 
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roentgenographic survey. Each require- 
ment will be discussed briefly herewith. 


History of the Accident * The first requi- 
site is to find out when and how the 
accident occurred. If the pulp is exposed, 
and if the accident happened within the 
hour, the probabilities for infection are 
far less than if the individual appears at 
the dental office a day or two after the 
event. 

The amount of time which has elapsed 
since the accident occurred frequently is 
an important factor in the success or fail- 
ure of the treatment instituted. Unfortu- 
nately, the dentist, in many instances, 
does not have an opportunity to see the 
fractured tooth, with or without pulp 
exposure, until some pathologic condition 
has developed. 


Determining the Relative Firmness or 
Mobility and the Alignment of the Tooth 
Involved * The second requirement is 
the testing for the relative firmness of the 
tooth which has been injured. The ad- 
jacent teeth also must be checked to note 
any differences in the degree of firmness 
or mobility. The occlusion, too, must be 
surveyed carefully. In some _ instances 
teeth are displaced lingually or labially 
by a blow. 


The Vitality Test * The third requisite in 
the examination of a tooth which has 
been injured, is a vitality test. An analysis 
must also be made of the teeth adjacent 
to the fractured tooth so that a compari- 
son can be established. This may be ac- 
complished with the electric pulp tester 
or with a pointed piece of ice, if the pulp 
is not exposed. 

When a sharp pain is evidenced with 
the use of ice, and then a rapid relief 
from pain is experienced when it is re- 
moved, the pulp is considered normal. If 
there is prolonged pain following the re- 
moval of the ice, the condition of the pulp 
is in a state of active hyperemia. If the 
ice or the electric pulp tester brings 
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forth no response from the pulp, then 
the tooth may be devitalized or it may 
be in a state of shock. The patient may 
experience no pain or response from such 
testing for a few days or even a week 
after the accident if the pulp is in a 
state of shock. Subsequent to this period 
the pulp may again react normally in 
every way. It is extremely unwise, there- 
fore, to make conclusions regarding the 
vitality of a tooth within the first week 
or ten days after a blow. The case his- 
tory, relative to when the accident hap- 
pened, is important in this phase of the 
examination. 


The Roentgenographic Survey * The 
fourth part of the examination is the 
making of roentgenograms to determine 
the condition of the periodontal mem- 
brane and the surrounding bone struc- 
ture, as well as to note if there is a root 
fracture. The roentgenogram also will 
reveal the size of the pulp and its rela- 
tionship to the line of fracture. 


CLASSIFICATION AND TREATMENT 


Anterior permanent teeth which have 
been fractured or displaced may be classi- 
fied into several types, such as: coronal 
fracture with little, if any, dentin ex- 
posed; coronal fracture with varying de- 
grees of exposed dentin, without pulp ex- 
posure; coronal fracture with vital pulp 
exposure; root fracture without coronal 
involvement; coronal and root fracture 
with or without vital pulp exposure; 
coronal fracture with or without root 
fracture in devitalized teeth; displace- 
ment of anterior teeth with no coronal 
or root fracture. 


Coronal Fracture With Little, if Any, 
Dentin Exposed + This type of fracture, 
with the tooth firm and no root involve- 
ment, is best treated by removing the 
sharp edges of the coronal portion with 
a stone or sandpaper disk. A 95 per cent 
phenol solution is then applied to de- 
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sensitize any exposed dentin, and a cavity 
varnish is placed over the fractured area. 
If the size of the pulp is average, the pa- 
tient is dismissed for about a month, after 
which time another examination is ac- 
complished. If there is a very large pulp, 
the tooth is covered by a stainless steel 
band or celluloid crown which is ce- 
mented to place to reduce the possibility 
of thermal shock. Such medicinal or 
protective treatment obviously is not 
necessary if the history indicates that the 
accident occurred more than a month 
prior to the initial office observation. 

The incisal edge of the tooth, and the 
adjacent tooth if necessary, often can 
be dressed down with a stone after pre- 
liminary treatments have been completed, 
thereby eliminating any necessity for a 
restoration. A filling rarely is necessary 
in this type of fracture. 


Coronal Fracture With Varying Degrees 
of Exposed Dentin, Without Pulp Ex- 
posure * Protection should be afforded 
the exposed dentin in this type of frac- 
ture, if the accident has been of recent 
occurrence. 

Temporary Treatment and Dentin Pro- 
tection * When the patient arrives in the 
office immediately or within several days 
after the fracture has occurred, the ex- 
amination previously discussed is com- 
pleted, the exposed dentin is phenolized, 
cavity varnish is applied and the tooth 
is covered with a celluloid crown or a 
stainless steel band which is cemented to 
place. 

A stainless steel band, which may be 
constructed in a few minutes, is the pro- 
tection of choice. This type of band may 
be adapted to any size tooth. It is stable, 
it permits limited function and it can be 
removed easily by the dentist. There is no 


Fig. 1 * Three fractured incisors, the pulps 
of which are nonvital. There was infection in 
the soft tissues and bone surrounding the three 
teeth 
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reason for maintaining such a temporary 
protection for more than three to six 
months if the tooth is vital, comfortable 
and there has been no history of pain 
during this interim. Although a fracture 
may be in close proximity to the pulp, 
secondary dentin certainly will have de- 
veloped within six months. 

If a fracture has occurred more than 
three months prior to the examination in 
the office, and if the tooth has been com- 
fortable and vital during that period, a 
restoration may be planned immediately. 
There is no reason for placing a tempo- 
rary restoration or keeping such a tooth 
under observation for a longer period of 
time if it has been comfortable and if the 
tooth has responded favorably to all 
phases of the examination. 

There are many cases on record with 
this type of fracture which have not had 
any temporary treatment, yet such teeth 
respond acceptably to all vitality tests. 
Although the pulps in young permanent 
teeth have great recuperative power, and 
many of these fractured incisors can 


withstand great shock, there are an ap- 
preciable number of cases that terminate 
in devitalization if adequate protection 
is not afforded. Figure 1 shows three 
fractured incisors, the pulps of which 
are nonvital. The patient was a girl about 
9 years of age. There was considerable 
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Fig. 2 * Left: Three-quarter basket crown, cast in hard, spring-clasp oy and fitted 


to the tooth. Right: Basket crown set with 


white cement. Part of the cement was 


allowed to remain on the lingual blanket of gold to act as a base for the silicate. 
(Courtesy of The Blakiston Publishing Company, Philadelphia, Dentistry for Chil- 


dren, ed. 2, 1947) 


infection in the soft tissues and bone sur- 
rounding the three teeth. The accident 
had occurred about four months before 
this picture was made, and no attempt 
had been made to protect the pulps by 
pulpotomy technic or by covering the 
exposed areas. 

Restoration of the Fractured Anterior 
Incisor * The restoration of the frac- 
tured anterior incisor tooth must be 
esthetic as well as efficient. It is not prac- 
tical to prepare a porcelain jacket crown 
for a young vital anterior tooth, and it 
is not wise to construct the regulation 
three-quarter crown with mesial and dis- 
tal grooves for the average young pa- 
tient. Porcelain or acrylic inlays, with 
suitable pins for stabilization, have been 
employed successfully in some types of 
fractures. There is no exact chronological 
age, where one may start to recommend 
porcelain jacket or acrylic crowns, for 
the reason that the dental age varies con- 
siderably with different individuals. Some 
boys and girls who are chronologically 
15 years of age are 18 to 20 years of age 
dentally. The determining factors as to 
when a porcelain jacket or an acrylic 


crown can be placed on a tooth are the 
size of the pulp and extent of calcifica- 
tion and eruption. 

One of the most satisfactory restora- 
tions for the fractured young permanent 
anterior tooth has been the three-quarter 
basket crown. The preparation, in all 
instances, is limited to the mesial and 
distal slice with carborundum or diamond 
point disks to permit an accurate with- 
drawal of the impression, and the re- 
moval of sufficient lingual enamel to 
allow for a gold replacement. The lin- 
gual cut is carried just beneath the free 
margin of the gingiva. If a portion of the 
incisal enamel remains, approximately 
0.5 to 1 mm. of the tooth structure is re- 
moved (Fig. 2). 

The fracture may be of such character 
as to warrant additional stabilization. 
This added retention may be secured by 
the placement of one or more pins. If a 
pin is deemed necessary, a no. 2 round 
bur in a straight handpiece is employed 
to develop a hole parallel to the long 
axis of the tooth and in harmony with 
the contour of the preparation. A 0.025 
inch orthodontic wire is inserted into the 
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hole, cut off at the intended incisal 
length of the restoration and contoured 
(Fig. 3). 

The impression and investment model 
may be secured in several different ways. 
An impression, with the pin or pins in 
place, can be taken of the prepared frac- 
tured tooth with compound in a copper 
band, which is then poured up with inlay 
investment material. An additional im- 
pression also is taken with compound of 
the adjacent teeth in a crown and bridge 
tray, and it is poured up in plaster or 
stone. This latter cast will be used as a 
guide in waxing up the investment die 
of the fractured tooth. Inlay wax is added 
to the investment die, engaging the pins, 
if any, and the original anatomy of the 
tooth is restored (Fig. 4). A labial win- 
dow then is carved out of the wax, 
which later will house the silicate. The 
casting is made directly to the invest- 
ment with hard spring-clasp gold. 

Occasionally an incisor crown is frac- 
tured, without an exposure, to such an 
extent that a temporary protective resto- 
ration cannot be employed. Although 
such severe fractures have responded fa- 
vorably in some instances without atten- 
tion, it is considered poor procedure to 
allow these cases to go untreated. In those 
instances where adequate temporary pro- 
tective treatment cannot be given, a vital 
pulpotomy is recommended. 


Coronal Fracture With Vital Pulp Ex- 
posure * A vital pulpotomy is performed 
on a coronal fracture of a tooth with a 
vital pulp exposure. The patient is given 
a sedative, such as phenobarbital sodium, 
% to 1¥2 grain, the dosage depending 
upon the age and weight of the child. 
Procaine is employed to anesthetize the 
tooth, and a rubber dam is placed to iso- 
late the region. A no. 6 round sterile bur 
in a straight handpiece is used to open 
the pulp chamber further and to ampu- 
tate about 5 to 6 mm. of pulp tissue. 
Hemorrhage may be controlled with ster- 
ile cotton pellets or with cotton pellets 
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and epinephrine hydrochloride. The pulp 
chamber is dried out, and a paste of cal- 
cium hydroxide and sterile water is 
placed over the vital pulp stump. Cal- 
cium hydroxide powder, without the ad- 
dition of sterile water, may be dusted 
carefully onto the pulp tissue with a 
small medicine dropper, if the paste 
seems undesirable. Zinc oxide and cu- 
genol mixed as a paste then is inserted 
over the calcium hydroxide to act as a 
buffer between the pulp and the cement, 
which is placed over the zinc oxide. 
Easlick (1943),' Restarski (1940) ,? 
Teuscher (1938)* and Zander and Law 


1. Easlick, K. A., Management of vie Svcs in 
Mixed J.A.D.A. 179 (Feb.) 1? 

2. Restarski, S., Preserving Vitality of il Ex 
in Children. IIlinois D. J. 9:2 


x “Wesesher G. W., and Zander, H. A., Preliminary 
Report of Pulpotomy.. Northwest. Univ. Bul. 29:4 (Dec.) 
1938. 


Fig. 3 * Orthodontic gold wire (0.025 inch) 
used as a pin for stabilization. The pin hole 1s 
prepared with a no. 2 round bur, just inside 
the dentino-enamel junction 
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Fig. 4 + Left: Three-quarter basket crown with two pins, set with white cement. 
Right: The silicate is placed over this white cement background. (Courtesy of The 


(1942)* have found that if calcium hy- 
droxide is placed over a pulp stump, a 
more rapid and favorable calcified bridge 
or dentin roof is realized than if zinc 
oxide or other agents are used. 

The tooth with a vital pulpotomy is 
observed for a period of about six months. 
If the roentgenographic evidence is nega- 
tive, and there has been no unfavorable 
reaction, a restoration is placed. 


Root Fracture Without Coronal Involve- 
ment * Root fractures are uncommon in 
tecth not developed fully, but the po- 
tentials for such fractures are great in 
the teen-age group who participate in 
sports. 

The success or failure in the treatment 
of root fractures depends upon the vi- 
tality of the tooth, the extent of the frac- 
ture and the section of the root involved. 
If the fracture is in the apical or middle 
third of the root, in a vital tooth which 
has not been displaced by the blow, and 
if the line of fracture does not come in 
contact with the saliva of the mouth or 
an area of infection, the prognosis is 
most favorable. 

A tooth with a fracture in the cervical 
third of the root has considerable oppor- 
tunity to retain its vitality if the provisions 
just cited are evident and if there is no 


Blakiston Publishing Company, Philadelphia, Dentistry for Children, ed. 2, 1947) 


appreciable movement of the crown 

Fig. 5). A splint or stabilizer should be 
constructed and placed as soon as possi- 
ble after the accident, if the tooth or 
coronal area is movable to a greater ex- 
tent than the adjacent firm teeth. The 
splint should remain in place approxi- 
mately three months. Teeth that are frac- 
tured in the middle or cervical thirds of 
the roots also have a tendency to extrude, 
unless a splint is applied to prevent this 
unfavorable movement. 

There are many cases on record in 
which the roots of permanent teeth have 
been fractured months or years previ- 
ously, without loss of vitality and without 
benefit of treatment. Aisenberg (1932) ,° 
Boulger (1928),° Gottlieb (1926),’ and 
Ottolengui (1926)* have all demon- 
strated the remarkable recovery power of 
pulps with continued vitality in teeth 


4. Zander, H. A., and Law, D. B., Pulp Management 
n Fractures of Young Permanent Teeth. J.A.D.A. 29 
737 (May) 1942 

5. Aisenberg, M. S., Repair of a Fractured Tooth 
D. Cosmos 74:382 (April) 1932. 

6. Boulger, E. P., Histologic Studies of a Specimen 
f Fractured Roots. J.A.D.A. 15:1778 (Sept.) 1928 

7. Gottlieb, Bernard, Histological Examination of ao 
United Tooth Fracture. D. Items Interest 48:877 (De 
1926 


a ttolengui, R.. A Consideration of the Possible 
Results of the Fracture of the Root of a Tooth Which 
Contains a-Living Puls lterns Interest 48:717 (Oct 
1926 
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with fractured roots. Austin (1930),” of 
the Mayo clinic, says: 


Only 18 of the 40 patients (31 men and 
nine women) were able to give a history of the 
accident causing the fracture. The ages of the 
patients at the time of the examination ranged 
from 12 to 63 years of age. The longest time 
that a fractured tooth had been retained was 
52 years. There was a positive response to the 
vitality test in 31 cases and a negative response 
in nine. The color of all the teeth that re- 
sponded positively was normal. Some changes 
had taken place in the pulp canal in six 
teeth, and the remaining 34 were normal as 
compared with the neighboring teeth. There 
were four fractures in the apical third of the 
teeth, 36 in the middle third, and none in the 
cervical one-third. Two of the teeth fractured 
in the apical third were negative to the pulp 
test. The line of fracture was transverse in 38 
teeth and diagonal in two. The bone tissue 
surrounding the walls of the teeth was normal 
in 32 cases. 


Kronfeld (1933),'° in commenting on 
fractured roots of anterior teeth, said: 


Shortly after the accident, the hemorrhage 
that invariably takes place within the line of 
fracture will be resorbed or organized by in- 
growing fibroblasts and cementoblasts. First 
a fibrous bridge will be formed between the 
fragments. Later on, cementum will be de- 
posited along the line of fracture. If the root 
fractures are in close adaptation, they will be 
“cemented together’ by the cementum and 
the continuity of the roots thus restored. If 
the fractured extremities are farther apart, 
each will be covered over by the cementum. 
Fibrous tissue will remain between and no 
union will take place (pseudo-arthrosis). Heal- 
ing of this type may be entirely satisfactory for 
the maintenance of function, provided the 
coronal fragment is long enough to insure suf- 
ficient periodontal attachment. 


Coronal and Root Fracture, With or 
Without Exposure of Vital Pulp * A 
tooth with coronal and root fracture and 
vital pulp exposure is one which gen- 
erally requires pulp capping or a pulp- 
otomy and a splint for stabilization. 

If there is coronal pulp exposure and 
the line of fracture in the root is in the 
apical or middle third, and if the root 
fracture is not exposed to the saliva of 
the mouth, pulp capping or a pulpotomy 
is accomplished. The tooth then is stabi- 
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lized, if necessary, by a splint for about 
three months. 

If there is coronal pulp exposure, and 
the line of fracture in the root is in the 
cervical third, and if pulp capping or a 
pulpotomy as well as stabilization with 
a splint are not deemed practical, the 
tooth is extracted. 

The tooth with a moderate or severe 
coronal and root fracture, without a pulp 
exposure, is one which requires the usual 
treatment for such exposed dentin, and 
a splint for stabilization if it is required. 


Coronal Fracture, With or Without Root 
Fracture, and Nonvital Pulp * The prog- 
nosis of a tooth with a coronal and root 
fracture and a nonvital pulp is favorable 
if the pulp canal has been treated satis- 


9. Austin, L. T., A Review of Forty Cases of Retained 
Fractured Roots of Anterior Teeth. J.A.D.A. 17:1930 
(Oct.) 1930. 

10. Kronfeld, Rudolf, Histopathology of the Teeth and 
Their Surrounding Structures. Philadelphia: Lea and 
Febiger, 1933. 


Fig. 5 * Transverse root fracture in a central 
incisor. Vitality of the tooth was retained 
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factorily prior to the accident, if the line 
of fracture in the root does not touch 
saliva or an area of infection and if the 
break in the root is in the middle on 
apical third. 

The tooth with a root fracture, which 
has an infected nonvital pulp or pulp 
canal, has a most unfavorable future. 
Such teeth are recommended for extrac- 
tion. A splint is placed, where necessary, 
for stabilization if the prognosis is favor- 
able. One may expect the cementoblasts 
or fibroblasts to unite the fractured parts 
in an area where there is no infection. 


Displacement of Anterior Teeth With no 
Coronal or Root Fracture * An anterior 
tooth may experience some displacement 
without loss of vitality, provided that the 
fulcrum for the movement is at the apex. 
For example, a young man 16 years of 
age had both upper central incisors 
forced lingually to such an extent that 
he could not close his teeth except in an 
end to end relationship. The teeth were 
readjusted to their former position within 
an hour after the accident, and a stabi- 
lizer or sphnt was prepared immediately. 
Although there was a slight resorption 
at the apical ends of the roots, the teeth 
continued to respond to vitality tests, 


and they became firm within a period 
of three months. 

The upper incisors also may be driven 
or forced up into the alveolar bone. Such 
teeth may re-erupt into a favorable po- 
sition. However, the pulp will become 
nonvital. A full pulpectomy, therefore, 
should be considered. The roots of these 
displaced teeth may show evidence of 
resorption at a later date. Extraction 
frequently is recommended if the teeth 
are displaced to a degree wherein re- 
eruption seems improbable. (See Fig. 6.) 


SUMMARY AND CONCLUSIONS 


1. A minimum of four examination re- 
quirements are recommended for a pa- 
tient with a fractured central incisor; 
namely, (a) obtaining the history of the 
accident, (b) determining the relative 
firmness or mobility and the alignment 
of the tooth involved, (c) checking for 
vitality, and (d) the making of a roent- 
genographic survey. 

2. Anterior permanent teeth which 
have been fractured or displaced may be 
divided or classified into the following 
types for purposes of treatment: (a 
coronal fracture with little, if any, dentin 


Fig. 6 * Left:Upper central incisors driven up into the alveolar bone 17 months pre- 
viously. Patient was a 9 year old boy 


There was no response to vitality tests. Right: 


Roentgenograms show evidence of root resorption. Extraction of the two central 
incisors was advised. (Courtesy of the Blakiston Publishing Company, Philadelphia, 


Dentistry for Children, ed. 2, 1947) 
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exposed; (6) coronal fracture with vary- 
ing degrees of exposed dentin, without 
pulp exposure; (c) coronal fracture with 
vital pulp exposure; (d) root fracture 
without coronal involvement; (¢) coronal 
and root fracture with or without vital 
pulp exposure; (f) coronal fracture with 
or without root fracture, nonvital pulp; 
(g) the displacement of anterior teeth 
with no coronal or root fracture. 

3. A tooth with a coronal fracture and 
vital pulp, with considerable dentin ex- 
posed but without pulp exposure, should 
have a protective covering for a period of 
three to six months, if the blow was re- 
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ceived within recent hours or days. 

4. A vital pulpotomy is accomplished 
when the pulp is exposed and when there 
has been no displacement of the teeth. 

5. A coronal fracture, wherein appre- 
ciable dentin is exposed, generally is re- 
stored by a modified three-quarter crown 
with an anterior silicate window. Such 
restorations are placed from three to six 
months after the accident, provided the 
tooth is firm, in acceptable alignment and 
the pulp is vital. 

6. Root fractures in anterior teeth with 
vital pulps in many instances present a 
favorable prognosis. 


Technics have been advanced which den- 
tists may employ to help children over- 
come the fear of dental treatments. It has 
been suggested that the dentist’s approach 
to the child patient is one of the biggest 
factors in child management. In addition 
to the proper technic of approach, pre- 
medication has been found to be a valu- 
able aid in helping some children over- 
come the fear of dental operations. 
Many drugs have been advocated for 
this purpose, and used with varying 
degrees of success. However, it is the pur- 
pose of this paper to discuss only two: 
Seconal Sodium (sodium propyl-methyl- 
carbinyl-allyl barbiturate), and Nembutal 
pentobarbital sodium). Both of these 
are short acting barbiturates. 


CHEMISTRY AND PHARMACOLOGY 


The molecule from which the barbitu- 
rates are derived is a weak acid which has 
no sedative action. It is called barbituric 


Earl L. Lampshire, D.D.S., Lincoln, Neb. 


acid, and over a hundred derivatives have 
already been investigated. The basic 
chemical formula for Seconal Sodium 
and Nembutal is a five carbon atom side 
chain with a methyl group attached to one 
side of the chain. The other side has an 
allyl group attached for Seconal Sodium, 
and an ethyl group for Nembutal. It is 
this variation in chemical structure which 
accounts for the small difference in the 
characteristics and actions of the two 
drugs.’ 

The barbiturates in general are central 
nervous system depressants, with which 
almost any degree of depression, from 
light sedation through deep hypnosis, may 


Presented before the Section on Pedodontics and 


Oral Hygiene combined with the Section on Oral 
Surgery, ninetieth annual session of the American 
Dental! Association, San Francisco, October 20, 1949. 
Instructor of Pedodontics, University of Nebraska 
College of Dentistry. 
|. Shonle, H. A., Barbituric acids containing a secon 
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be obtained through proper selection of 
drug, dose, and route of administration. 
Experimental studies indicate that the 
barbiturates act on the cortex and pos- 
sibly the thalamic portion of the dien- 
cephalon.? 

Administration of hypnotic doses of the 
barbiturates is usually followed by slight 
slowing of respiration, probably as a 
result of the attendant hypnosis. Larger 
doses depress the respiratory center 
directly, and death from barbiturate poi- 
soning as a rule is due to respiratory fail- 
ure. The margin between the amount of 
barbiturate which will cause respiratory 
failure and that responsible for cardiac 
arrest is sufficiently wide to permit suc- 
cessful application of artificial respiration 
in combating the effects of overdosage. 
Respiratory depression is more apt to 
occur during intravenous administration, 
where the degree of depression is de- 
pendent upon not only the total dose but 
also the rate of injection. 

The sedative and hypnotic doses of the 
barbiturates used clinically cause no sig- 
nificant change in circulation, and ex- 
perimental work demonstrating the effect 
of barbiturates on the heart indicates that 
these compounds produce no important 
alteration in cardiac action. Owing to a 
vagus-inhibiting effect, the heart rate 
may be slightly quickened. Large doses 
of the barbiturates given orally or by 
rapid intravenous injection cause a fall 
in blood pressure due to vasodilatation, 
but generally there is a rather prompt 
return to normal." 

The blood constituents are not affected 
by barbiturate medication in moderate 
doses, and there is no appreciable change 
in blood sugar concentration unless de- 
pression of such depth is produced that 
acidosis results." 

The barbiturates are eliminated in one 
of two ways. Longer acting ones, such as 
barbital and phenobarbital, are excreted 
by the kidneys. Shorter acting ones, such 
as Seconal Sodium and Nembutal, are 
detoxified or destroyed in the liver. The 
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method of elimination, as well as the 
type of sedation desired, should be con- 
sidered when selecting the drug to be 
employed. When kidney function has 
been impaired, quick acting barbiturates 
which are detoxified by the liver should 
be used, but if there are injuries to or 
disorders of the liver, longer acting 
barbiturates which are excreted by the 
kidneys should be used. 


INDICATIONS FOR USE 


The intelligent use of premedication 
will prove to be a valuable aid to both 
patient and dentist. Indications for pre- 
medication in surgery may vary slightly 
from those for operative procedures; 
however, experience has shown that they 
all may be listed under one of the follow- 
ing three categories. 


Class 1. Long Surgical and Operative 
Procedures * Many children become rest- 
less or noncooperative after an hour's 
appointment in a dental chair; therefore, 
chair-time for children is generally lim- 
ited. Situations may arise, however, which 
require more than the usual chair-time. 
For example, if the patient comes from a 
distant place, it is not uncommon for the 
parents to request the dentist to do as 
much as possible while they are in town. 
It is a well known fact that many chil- 
dren have been ruined as future dental 
patients by keeping them in a dental 
chair too long. Premedication may be 
employed, therefore, to prevent the child 
from becoming restless or noncooperative 
during the operation. Premedication also 
allows the child to rest better following 
the appointment. The advantages de- 
rived under this classification are pri- 
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marily for the patient and secondarily 
for the operator. 


Class 2. Fear and Nervous Apprehension 
* Provided the proper dosage is admin- 
istered, fear, nervous apprehension, and 
trepidation vanish and the child comes to 
the chair with a feeling of drowsiness and 
well-being. Lundy* has stated: 

The elimination of fear and apprehension 
has reduced the untoward results which may 
accompany the use of a local anesthetic agent. 
The absence of fear and nervous tension has 
increased the margin of safety in the use of 
epinephrine, since fear tends to increase the 
output of the patient’s own epinephrine. The 
tolerance for procaine is also increased. 

This classification benefits both the pa- 
tient and the dentist. 


Class 3. Problem Children * Defiant, 
stubborn, spoiled children, spastics, and 
others may be included under this clas- 
sification. Many of these children could 
possibly be managed in other ways, but 
the latter would place more nervous 
strain and tension on the dentist and the 
patient. Hypnosis may be obtained by ad- 
ministration of an adequate dose of Sec- 
onal Sodium or Nembutal, and the 
operator can work under ideal conditions 
with a minimum of nervous tension. Gen- 
erally, children managed in this manner 
gradually become less fearful of the den- 
tist and dental procedures. They also be- 
come more cooperative and confident of 
their ability to meet the situation. It is 
interesting to note that premedication 
has not been necessary more than two or 
three times for children of this type 
who were cared for at the University of 
Nebraska College of Dentistry or in 
private practice. Although the patient in 
this category is greatly benefited, the 
dentist benefits most. 

Seconal Sodium and Nembutal have 
proved very satisfactory for use in all of 
the three categories. Because of their 
many methods of administration, they are 
easy to use. They have a wide margin of 
safety, and yet aid materially in obtaining 


LAMPSHIRE . VOLUME 41, OCTOBER 1950 © 409 


sedative or hypnotic effect. They also 
produce a minimum of undesirable after- 
effects. 


METHODS OF ADMINISTRATION 


Seconal Sodium and Nembutal may be 
administered orally, rectally, intramus- 
cularly, or intravenously. 


1. Oral + The oral route is most com- 
monly used, as it is generally the simplest. 
There are three forms of the drugs from 
which to choose: elixir, tablet, and cap- 
sule or pulvule. Both Seconal and Nem- 
butal may be used as elixirs. Seconal is 
slightly more bitter and is, therefore, less 
pleasant to taste. However, the biggest 
contraindication for the use of an elixir 
is that one teaspoonful equals only %4 
grain (0.016 Gm.) and six teaspoonfuls 
are required to obtain a 1% grain (0.1 
Gm.) dose. It has been observed that the 
type of child who requires premedication 
will usually rebel after the second or 
third teaspoonful. 

Both drugs may be administered in 
pulvule or capsule form. Seconal Sodium 
may be obtained in % grain (0.05 Gm.) 
or 1% grain (0.1 Gm.) red colored pul- 
vules. Nembutal may be obtained in 2 
grain (0.0324 Gm.), % grain (0.05 Gm.) 
and 1'% grain (0.1 Gm.) yellow capsules. 
Absorption may be accelerated if both 
ends of the capsule are perforated with 
a pin just before administration. This 
form is fairly satisfactory, but occasionally 
children refuse to swallow a capsule be- 
cause of a past experience. 

Because many children have already 
taken medicine such as aspirin in tablet 
form, tablets have proved to be a very 
satisfactory form for oral administration. 
Nembutal Calcium, which is the calcium 
salt of pentobarbital, is obtainable in 
grain (0.0324 Gm.), % grain (0.05 Gm.) 


4. Lundy, John S., Clinical Anesthesia, Philadelphia: 
W. 8. Saunders 1943. 
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and 1% grain (0.1 Gm.) yellow tablets. 
Seconal Sodium is not yet available in 
tablet form. Administration may, in some 
cases, be made more pleasant if either 
the powder from a capsule or pulvule, or 
a crushed tablet, is placed in a teaspoon- 
ful of syrup and given orally. 


2. Rectal * Premedication may be greatly 
facilitated under certain conditions by 
rectal administration. This method is 
especially helpful if the child has a post- 
pharyngeal obstruction, cerebral palsy, or 
any other condition which may produce 
difficulty in swallowing pills or capsules. 
Satisfactory results were obtained in the 
15 cases receiving premedication by the 
rectal route during this study. However, 
it was necessary to use a larger dose than 
that required for oral administration. 
Suppositories, or capsules which have 
been immersed in warm water, are gen- 
erally used for rectal administration. One- 
half grain (0.0324 Gm.), 1 grain (0.0659 
Gm.), 2 grain (0.13 Gm.) and 3 grain 
0.195 Gm.) suppositories are available. 


3. Intravenous and Intramuscular * In- 
travenous and intramuscular routes of ad- 
ministration are generally not indicated 
for dental procedures for children. They 
are usually reserved for emergencies. 
Complications can arise from these meth- 
ods and caution must be observed in pre- 
paring solutions and in making the injec- 
tion. An aseptic technic is essential, and 
the rate of injection should not exceed 
| ce. per minute. 


DOSAGE 


Few articles have been written on pre- 
medication for children. Those authors 
who have referred to premedication state 
that the dosage for children varies from 
¥% grain (0.05 Gm.) to 1% grains (0.1 
Gm.), or that Young’s rule should be fol- 
lowed. Observations on more than 200 
cases indicate that these statements are 
not always correct. Determining correct 
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dosage for premedication is one of the 
most difficult steps in the use of short 
acting barbiturates. There are many 
factors which individually and collectively 
play an important role in determining a 
satisfactory dosage. The more important 
factors are the following: 


1. Case History * It should be ascer- 
tained whether premedication has ever 
been attempted. If it has, it should be de- 
termined, if possible, by whom it was 
given, when it was given, the route of ad- 
ministration and dosage, and the results 
obtained. 


2. Age * In considering age individually, 
the phrase, “all other factors being 
equal,”’ must constantly be kept in mind. 
This being the case, younger children 
will usually require a smaller dosage. 


3. Weight + Heavier children usually 
will require a larger dosage. 


4. Mental Attitude * Nervous, excitable, 
apprehensive and stubborn children re- 
quire larger doses to depress them. 


5. Physical Activity * Children who offer 


such resistance as kicking, fighting, 
screaming or crying require larger doses 
to get the desired level of depression. 


6. Contents of the Stomach * Dosage is 
greatly affected by the contents of the 
stomach. Not only should the quantity of 
food in the stomach be considered, but 
also the type of food eaten, and the 
length of time since it was eaten. Oral 
administration is most effective if the den- 
tist knows he is going to use premedica- 
tion a day in advance of the appointment 
time. The parent may then be instructed 
to have the child’s stomach as free from 
food as possible. Appointment times may 
also be made at least two hours following 
meal times, thus assuring that the 
stomach will be somewhat free from food. 
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7. Time of Day * Any one who has ob- 
served a child get up in the morning, 
dress, eat, and go out to play can verify 
the fact that it would be a difficult task 
to have that same small child come into 
the house and take a nap one hour later. 
Yet many dentists have tried to accom- 
plish the same result by premedication 
and wondered why they did not obtain 
the desired results. Considering this basic 
idea, equal doses of premedication were 
administered to the same children at dif- 
ferent times of the day. It was observed 
that nap time can serve as a guide for 
small children. If given before the nap, 
the dose can be decreased. If admin- 
istered in the morning or following a nap, 
a larger amount is usually necessary. 
Children who no longer take naps usually 
require a larger dose in the morning than 
in the afternoon. 


8. Basal Metabolic Rate + By compari- 
son, the basal metabolic rate of children 
is much greater than that of adults. 
If the basal metabolic rate could be ob- 
tained from some reliable source shortly 
before the administration of a sedative, 
it would be the most important factor in 
determining dosage for children. How- 
ever, it is usually difficult to obtain. 

The basal metabolic rate in children is 
approximately 35 calories per hour at 
birth. The high peak of the life span, 48 
to 50 calories, is reached at six years of 
age and then decreases for a few years. 
It reaches the high level again during 
puberty. It is about 40 at 21 years of age 
and gradually tapers off to 35 during the 
remaining life span. As Halton® points 
out: 

The significance of this normal high de- 
mand for oxygen by the child’s metabolic 
needs must be thoroughly appreciated and al- 
ways remembered, for this fact plays an im- 
portant part in the production of many of 
the difficulties which are encountered during 
anesthesia. 


This also applies to premedication. Fear, 
pain, and fever all tend to raise the basal 
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metabolic rate above normal, and one or 
any combination of these factors may be 
present when premedication is contem- 
plated. 


9. Level of Depression Desired * As pre- 
viously mentioned, there are many indica- 
tions for premedication, and for each 
there is a certain desired result. If that 
desire is for relaxation, then a much 
smaller dose is indicated than if the 
result desired is hypnosis. 


10. Route of Administration * If suppos- 
itories are used, a larger dose is generally 
necessary than that indicated for oral ad- 
ministration. 


Ten important factors have just been 
mentioned which should be considered 
individually and collectively in determin- 
ing dosage for premedication. There may 
be more. If there is any question as to 
the exact amount to be used for a specific 
case, it is better to select the smaller 
dosage and use the results obtained from 
it as a guide for future administrations. It 
is usually wise to limit the maximum 
dosage for office use to 4 grains (0.259 
Gm.), with a minimum of ¥2 grain 
(0.0324 Gm.) and an ave;age. of 1/2 
grains (0.1 Gm.). It should be recognized 
that the maximum office dosage of 4 
grains (0.259 Gm.) is indicated for only 
the most extreme cases. Hospitalization 
and consultation with the patient’s pedi- 
atrician are generally indicated where it 
is felt that a larger dosage is necessary. 


POST ADMINISTRATION EFFECTS 


Children vary greatly in their reactions 
both to Seconal Sodium and to Nembutal. 
Generally they reach the desired level of 
sedation in from 30 to 45 minutes. How- 
ever, the same factors which influence 
dosage and route of administration 


5. Halton. John, Dents! anesthesia for children. 
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greatly alter the post-administration ef- 
fects. It must also be remembered that no 
two children are physiologically identical, 
and we should not expect identical 
results. 

Some children have been observed to 
go to sleep in 15 minutes while others of 
the same age level, who receive the same 
dosage, showed no signs of relaxation. 
Small children occasionally become ir- 
ritable for a few minutes at first signs of 
drowsiness, but generally they go to sleep 
quite rapidly. If this sleep has been pro- 
duced by proper dosage, they are in a 
state of high hypnosis and may be aroused 
quite easily. If a large dosage has been 
used for quick depression or hypnosis, 
they may sleep longer than anticipated, 
but if the parents have been properly 
conditioned, this is not an unpleasant 
after-effect. Since Seconal Sodium and 
Nembutal are of little value in eliminat- 
ing pain, a local anesthetic may be used 
in conjunction with premedication when 
operative procedures are contemplated. If 
the child falls asleep, a mouth prop 
placed in the mouth enables the dentist 
to proceed with the operation without 
interruption. 

Occasionally a child will go through an 
excitement stage, but this generally lasts 
only a few minutes and the child soon 
becomes quict and relaxes. Usually at 
this point he loses most of his nervousness 
and apprehension and becomes quite co- 
operative. 

After the child gets home, he will sleep 
from two to eight hours. By the time he 
arouses he may be hungry and thirsty, 
and any postoperative pain which he 
might have felt has generally disappeared. 
Many times the child forgets his visit to 
a dentist. 

Although only two cases of idiosyn- 
crasy have been observed in over 200 ad- 
ministrations, its possibility should be rec- 
ognized. Ordinary doses in susceptible 
individuals may produce temporary men- 
tal disturbances characterized by excite- 
ment, delirium, and even hallucinations.® 


Both of the above mentioned cases were 
treated only by placing them on a couch 
and sitting by them for about an hour to 
make sure that they did not cause bodily 
injury to themselves while they were in 
the excitement and delirium stage. Fol- 
lowing this stage they slept for several 
hours. Later, they could recall nothing of 
the experience. 

Nausea and vomiting also are rare, only 
one case having been observed. Habitu- 
ation is a possibility, though not a prob- 
ability in children. Generally premedica- 
tion is not necessary more than two or 
three times, but occasionally a child will 
request it later on. 

Following the appointment, the ambu- 
latory child has a carefree, dizzy, unap- 
prehensive attitude, is generally very 
sleepy, and does not have complete con- 
trol of his voluntary movements. There- 
fore, premedication should in no case be 
administered unless a parent or other 
responsible person is present to accom- 
pany the child home, and can care for 
him until he returns to normal. Since the 
use of premedication for children is a new 
idea to most parents, parents should be 
told of the reason for its use, its possible 
reactions, and of their responsibility for 
postadministration care. 


TOXICITY AND TREATMENT 


Because accidental ingestion and _at- 
tempted suicide are the only means by 
which either the maximum tolerated dose 
or the minimum fatal dose for children 
can be determined, and because there is 
such a wide variation of reaction to equal 
doses in children, it is impossible to es- 
tablish a dose at which poisoning or 
fatality will always result. However, it 
has been stated’ that in adults, severe 
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poisoning usually occurs when five to ten 
times the full oral hypnotic dose is taken, 
and fatality is likely to result when 15 
times the usual dose is absorbed. 

In the management of severe barbitu- 
rate intoxication, close supervision of the 
patient is essential. Frequent changes of 
position, maintenance of body tempera- 
ture and support of circulation are in- 
dicated. For stimulation, % to % grain 
(0.024 to 0.05 Gm.) of ephedrine sulfate 
and 74 grains (0.5 Gm.) caffeine with 
sodium benzoate may be administered 
hypodermically. Use of intravenous fluids, 
gastric lavage, frequent catheterization, 
blood transfusion, oxygen therapy, endo- 
tracheal airway, and the clearing of the 
trachea by suction are other important 
measures.* The administration of picro- 
toxin has been suggested as a stimulatory 
drug, but it should be used only in ex- 
treme emergencies. 


SUMMARY 


1. Seconal Sodium and Nembutal are 
but two of several good drugs which may 
be used as premedication for children. 

2. The barbiturates in general are cen- 
tral nervous system depressants with 
which almost any degree of depression, 
from light sedation through deep hyp- 
nosis, may be obtained through proper 
selection of drug, dose, and route of ad- 
ministration. 

3. Premedication is indicated in opera- 
tive and surgical cases of anticipated long 
duration, for fearful and apprehensive 
children, and for many other types of 
problem children. 

4. Sedatives may be administered 
orally, rectally, intravenously or intra- 
muscularly. The oral route is most com- 
monly used, as there are several forms of 
the drugs available for this comparatively 
simple technic. 

5. Observation of over 200 children of 
varying ages has shown that the deter- 
mination of correct dosage for premedica- 
tion is one of the most difficult steps in 
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the use of short acting barbiturates, and 
is deserving of a great deal of thought 
and study. At least 10 important factors 
must be considered before deciding upon 
a correct dose. The range of dosage is 
wide and is generally more than has been 
advocated in the past. 

6. Children vary greatly in their re- 
action to premedication. They may relax 
quickly or slowly, have an excitement or 
hallucination stage, and sleep following 
administration from two to eight hours. 

7. ‘Local anesthesia is helpful in elimi- 
nating pain, and thereby lessening re- 
peated stimulation. Repeated stimulation 
renders premedication less effective. 

8. Premedication should not be ad- 
ministered unless a parent or other re- 
liable person is present to accompany the 
child home and can care for him until 
he returns to normal. 

9. Toxicity and poisoning are rare. 
For stimulation, 44 to % grain (0.0243 to 
0.05 Gm.) of ephedrine sulfate and 7% 
grains (0.5 Gm.) caffeine with sodium 
benzoate may be administered hypo- 
dermically. 

10. When premedication is indicated, 
its use may prove to be helpful to both 
the patient and the dentist. It should be 
remembered, however, that the cases for 
premedication should be carefully se- 
lected, and that the drug should be used 
cautiously. Although the results of admin- 
istration in most cases are very gratifying, 
experience has shown that premedication 
can produce unpleasant results. The prob- 
lems of premedication previously men- 
tioned may be eliminated by future re- 
search. The work being accomplished on 
co-medication is a step in this direction, 
and it is possible that in the future, pre- 
medication and co-medication may be 
used in combination more effectively than 
either method alone. 


8. Rovenstine, E. A., Antidotal action of picrotoxin 
in acute intoxication by the barbiturates. Am. J. M. Sc. 
196:46 (July) 1938. 
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Oral anesthesia for children 


Management of the patient is one of the 
greatest problems of the pedodontist, 
especially when local anesthetics must be 
utilized. A local anesthetic is of value in 
cavity preparation, in vital partial pulpec- 
tomies, in oral surgery, in root canal 
therapy and in the treatment of fractured 
anterior teeth. Therefore, the local anes- 
thetic encompasses a wide range of use- 
fulness for the pedodontist and when 
indicated will produce gratifying results. 

Pedodontists realize that cooperation 
is obtained with the proper explanation 
and reassurance to the patient. The fear 
of the needle is a difficulty encountered in 
administering a local anesthetic to a 
young patient. This fear can be traced 
directly to the use of the needle in pre- 
vious immunizing procedures. Another 
cause of fear comes from the exaggerated 
stories of parents or playmates of the 
child who have experienced or witnessed 
the procedure in a dental office. Whether 
or not the child has an unfortunate fear 
of this procedure, it is always advisable 
to warn the child previous to making an 
injection. It is a wise precaution to men- 
tion that the needle may hurt. Thus, the 
proper handling of the child and the 
proper insertion of the needle with fore- 
warning is an aid in building patient 
cooperation, rather than the destruction 
of the child’s confidence in the operator 
Experience has shown that the noncoop- 
erative patients are a relative minority; 
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this is true whether the pedodontist is 
administering a local anesthetic or per- 
forming other operations. 

Clinical experience indicates that the 
deciduous teeth are not as sensitive to 
cavity preparation as are the permanent 
tecth; thus the routine use of a local 
anesthetic is not advocated. However, it 
is advisable to use a local anesthetic rou- 
tinely when preparing cavities in young 
permanent teeth.’ 


TOPICAL ANESTHESIA 


The anesthetization of sensory nerve end- 
ing by a topical anesthetic prior to the 
insertion of the needle may be advan- 
tageous. It has a definite physiological 
value and a positive psychological effect. 
Any procedure in pedodontics that will 
assist in the elimination of pain warrants 
consideration ; if the use of a topical anes- 
thetic is progress in that direction, it 
should be utilized regularly. 

The area is dried or not dried depend- 
ing upon the directions given for the 
product. A small pledget of cotton is 
dipped into the anesthetic solution and 
applied to the area. Approximately one 
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minute is allowed to elapse before the 
insertion of the needle. 

There are also certain disadvantages to 
the use of a topical anesthetic which may 
cause discomfort to the patient or present 
the pedodontist with a management prob- 
lem. The drug preparations for topical 
anesthesia are not pleasant tasting. If 
used in excess they may irritate the tissues 
and cause sloughing of the mucous mem- 
brane. The patient may still be apprehen- 
sive upon insertion of the needle in spite 
of the fact that the area is satisfactorily 
anesthetized. 

Clinical experience has shown that in- 
jections can be made painlessly with fin- 
ger pressure in the area and with deft 
manipulation of the needle. Thus, it be- 
comes necessary for the pedodontist to 
understand the reactions of each patient, 
and weigh the advantages and disad- 
vantages of topical anesthesia in deciding 
what his procedure will be. 


ANESTHETIC SOLUTIONS 


The local anesthetic of choice for chil- 
dren is a solution of 2 per cent procaine 
hydrochloride with 1 : 50,000 epinephrine. 
This solution has been found adequate 
to give a complete and profound anes- 
thesia in most instances.* Carpules and 
the carpule syringe are used to save time, 
loss of potency and possible contamina- 
tion of the solution. The solution is in- 
jected slowly ('% to 1 minute) in order 
to prevent unfavorable reactions. Occa- 
sionally it will be observed that a 2 per 
cent solution is not sufficiently profound 
for hypersensitive cavities and vital par- 
tial pulpectomy. In such cases it is desir- 
able to employ the use of a 4 per cent 
solution. Everett® has shown by experi- 
mental and clinical tests that there was a 
greater depth of anesthesia of the dental 
pulp following the administration of a 
4 per cent solution as compared with a 
2 per cent solution of procaine hydro- 
chloride. There are occasions in which a 
4 per cent solution is desirable and 
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should be employed, but its routine use 
is not advisable because this concentra- 
tion is more toxic than the 2 per cent 
solution. 


INNERVATION OF THE DECIDUOUS 
TEETH 


The operator should have a thorough 
knowledge of the innervation of the de- 
ciduous teeth if he wishes to produce an 
acceptable anesthesia. Most of the sensory 
pathways are well known, except perhaps 
for the terminal nerve supply when the 
deciduous teeth are being resorbed and 
when the permanent tecth are being 
formed. The maxillary teeth are supplied 
by the terminal branch of the maxillary 
nerve, the infraorbital nerve. In_ the 
infraorbital canal, the infraorbital nerve 
supplies two branches to the teeth, the 
middle and anterior superior alveolar 
nerves. These nerves descend in bony 
canals to the alveolar arch and are then 
distributed partly to the pulp and partly 
to the surrounding alveolar periosteum. 
The anterior superior alveolar nerves 
supply the incisors and cuspids, while the 
middle superior alveolar nerves supply 
the molars.* 

On the palatal surface of the maxilla, 
the anterior palatine nerves emerge from 
the posterior palatine foramen and supply 
the sensory innervation of the hard pal- 
ate. The nasopalatine nerves descend 
through the incisive foramen and supply 
the anterior teeth. The inferior alveolar 
branch of the mandibular nerve supplies 
the innervation to the teeth of the lower 
arch. It enters the mandibular canal 
through the mandibular foramen, tra- 


2. Council on Dental Therapeutics. Accepted Dentai 
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verses the substance of the ramus and 
the body of the mandible, distributes 
branches to the teeth and terminates by 
dividing into a mental and an incisor 
branch. 

The lingual nerve together with the 
inferior alveolar nerve supplies the sen- 
sory innervation to the lingual surface of 
the mandible. The buccinator nerve sup- 
plies the sensory fibers to the buccal 
mucous membrane. 

It must be emphasized that the anas- 
tomoses of nerves is common and, there- 
fore, must be considered in order to ob- 
tain adequate anesthesia. The important 
communications in the maxilla are be- 
tween the anterior palatine and the 
nasopalatine nerves; the anterior superior 
alveolar nerves with the nasopalatine 
nerves; the posterior, middle and ante- 
rior superior alveolar nerves with one 
another. At the symphysis of the man- 
dible the inferior alveolar nerves com- 
municate with each other. 


INJECTIONS FOR THE DECIDUOUS 
TEETH 


Complete and profound anesthesia is de- 
sirable whether the procedure is for 
cavity preparation, vital partial pulpec- 
tomy, fractured anterior teeth with ex- 
posed pulps, or surgical treatment. Pro- 
found anesthesia prevents the breakdown 
of patient cooperation and takes into ac- 
count nerve anastomoses and_ possible 
multiple innervations. Certain general 
procedures should be followed in anes- 
thetizing the deciduous teeth. 


1. Needles should be sharpened and 
replaced frequently. The confidence of 
the patient may be lost if an injection is 
attempted with a dull needle. 

2. The mucous membrane should be 
drawn taut in the area of injection. 

3. The needle should be inserted with 
a free gliding motion 

4. The solution should be injected 
slowly. 
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Maxillary Molars + Subperiosteal infiltra- 
tion is used in anesthetizing the maxillary 
deciduous molars. It is easier to admin- 
ister, requires less solution and produces 
a quicker and more profound anesthesia 
than the block technic. 


Buccal Injection Technic * Previous to 
the injection, the area is dried and 
painted with tincture of iodine or Mer- 
thiolate. A 25 gage needle 154 inches long 
is used for the penetration of the tissues. 
The cheek and lip are retracted and a 
few drops of the anesthetic solution are 
deposited before deep penetration is at- 
tempted. The needle is then advanced 
at an acute angle through the periosteum 
until it contacts bone. Approximately 
0.50 cc. to 1 cc. of solution is injected 
in the region of the apex of the tooth. 


Palatal Injection Technic * A separate 
palatal injection is necessary to complete 
the anesthetization of the maxillary de- 
ciduous molars. The tissues are dried 
and painted as before, and the tissues are 
penetrated about a third the distance from 
the gingival border of the teeth to the 
midline of the palate. Anesthesia of this 
area is obtained by infiltrating 0.25 cc. 
to 0.50 cc. beneath the periosteum. 


Maxillary Anterior Teeth * Labial * Sub- 
periosteal infiltration is also the method 
of choice on the maxillary incisors and 
cuspids. The area is dried and painted 
as previously and the needle inserted so 
that the final resting point is at the apex 
of the tooth. Approximately 0.50 cc. of 
solution is then deposited. If more than 
one tooth is to be anesthetized, the pene- 
tration of the tissues is made midway 
between the two teeth and a_ small 
amount of solution is deposited. The nee- 
dle is then directed to the right and the 
solution (0.25 to 0.50 ce.) deposited, and 
the procedure is repeated to the left with- 
out the inconvenience of withdrawing 
the needle entirely from the tissues. 
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Palatal + As the anterior teeth are also 
supplied by the nasopalatine nerve, it is 
necessary to make a lingual or palatal 
injection to supplement the labial injec- 
tion. The simplest and most painless 
procedure is to infiltrate behind each 
tooth. It is possible to enter the anterior 
palatine foramen and block the naso- 
palatine nerves but usually there is more 
pain associated with this injection than 
with simple infiltration. 


Mandibular Injections * The technic for 
making a block anesthesia for the lower 
jaw of the child varies somewhat from 
that of the adult. It must be kept in mind 
that the mandibular foramen and sulcus 
are not in the same relationship as those 
of the adult mandible. The foramen and 
sulcus in the young child are located more 
posteriorly and slightly lower on the 
medial border of the ramus. As the gen- 
eral growth of the mandible is forward 
and downward, it appears that the fora- 
men and sulcus move upward and for- 
ward as the child develops. The changing 
relationship of the foramen and sulcus 
is owing to growth sites of the mandible 
at the posterior border, the angle of the 
ramus and the alveolar process. Because 
of this, the needle should be directed 
downward and more posteriorly for a 
child when making an inferior alveolar 
block injection. 

On the other hand, if infiltration is 
desirable it can be used to better advan- 
tage in children than in adults. The 
porous and spongy nature of the bone 
permits diffusion of the anesthetic solu- 
tion more readily through the cortical 
of bone.® 

A simple and effective technic for ob- 
taining mandibular anesthesia of decid- 
uous teeth can be described most easily 
step by step. The index finger is placed 
in the depression of the coronoid notch 
of the ascending border of the ramus. 
The finger is then turned unti! the finger 
nail is in a medial position and on a plane 
level with the apex of the buccal pad. 
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The area is dried and painted with tinc- 
ture of iodine or Merthiolate. The needle 
is inserted into the mucosa near the bor- 
der of the bone and on a level with the 
masticating surfaces of the molars. The 
needle is advanced slightly downward 
and posteriorly, and directed from the 
opposite arch in the region of the first 
molar. When the needle encounters bone, 
about | cc. of solution is deposited in the 
mandibular sulcus. The needle is then 
withdrawn slightly and 0.25 cc. of solu- 
tion is deposited to anesthetize the lingual 
nerve. A separate injection is made for 
the buccinator nerve. The point of the 
needle is inserted, after drying and ster- 
ilizing, on the lateral side of the ramus 
on a level with the occlusal plane of the 
mandibular teeth just buccally to the ex- 
ternal oblique line. Approximately 0.25 
cc. of solution is deposited in this region. 
Because of the possible anastomoses of 
nerves, 0.25 cc. of solution is injected 
subperiosteally into the mucobuccal fold 
in the region in which the work is to be 
done. 


REACTIONS 


The cooperation of the child, not his age, 
is the deciding factor in the use of a local 
anesthetic. The emotional reactions ex- 
pected of any child must be determined 
on the basis of individual diagnosis. In 
the younger age group, a local anesthetic 
sometimes should not be used. The dis- 
turbance created by the injection may 
upset the cooperative patient and pre- 
sent a management problem. Further- 
more, it is advisable to defer surgical 
procedures to the latter part of the plan; 
the patient will become accustomed to 
routine injections if they are used in 
cavity preparations, and in any case the 
patient will have confidence in the pedo- 
dontist at this point. 
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Certain precautions are necessary when 
administering a local anesthetic to the 
child. Local and general pathologic dis- 
cases are also a determining factor in 
deciding on the employment of a local 
anesthetic. In a chronic abscessed area, 
it is sometimes difficult to secure adequate 
anesthesia. If there is an acute inflamma- 
tory condition accompanied by swelling, 
it is advisable to allow the swelling to 
subside before proceeding with an opera- 
tion. It is possible to infiltrate around 
an abscessed or inflamed area and secure 
adequate anesthesia, but the risk is too 
great and such procedures should be 
avoided. The inflammation should be 
reduced by the use of penicillin or the 
sulfonamide drugs, and cold or hot packs 
applied to the area, depending upon the 
stage of the inflammatory process. Seda- 
tives may be administered to relieve any 
pain that may be present. s 

Children occasionally may develop an 
idiosyncrasy to the anesthetic solution, 
resulting in skin eruptions, headache, or 
a localized edema. This is not a true aller- 
gic hypersensitivity because the antigen- 
antibody mechanism is not involved, and 
it is not possible to demonstrate circulat- 
ing antibodies.” There is usually no family 
history of allergy. The epinephrine which 
is used as a vasoconstrictor in the solu- 
tion is effective for the relief of closely 
related allergic conditions. Therefore, if 
a reaction is obtained from the solution, 
it is undoubtedly an idiosyncrasy rather 
than a true allergic hypersensitivity. 

Sudden deaths have been reported in 
the literature from the use of local anes- 
thetics and have been attributed to status 
lymphaticus.* This was characterized by 
autopsy as an enlargement of the thymus 
and lymphoid tissues. At the present time, 
this diagnosis is untenable, and there is 
little evidence to support it.* 

According to Dillon.” there are certain 
advantages to the use of a local anesthetic 
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in diabetic children: (1) there is no 
curtailment of the “normal” diabetic 
regime, but the patient must be stabilized 
with insulin therapy; (2) adrenalin an- 
tagonizes insulin, but they can be bal- 
anced with suitable preoperative care; 
(3) energy to the heart is furnished by 
the release of lactic acid from muscle 
glycogen; (4) the sensory pathway is 
blocked so that shock is reduced to a 
minimum. 

The pedodontist must be extremely 
careful to maintain asepsis of the oper- 
ating instruments and to sterilize the field 
of injection of local anesthetics in rheu- 
matic fever, anemic and asthmatic child 
patients. Re-infection of these patients 
may aggravate their serious condition and 
may result in a recurrence of complica- 
tions. 


SUMMARY 


1. For deciduous teeth an individual 
diagnosis of each patient is necessary be- 
fore giving a local anesthetic, but a local 
anesthetic should be used regularly for 
treating young permanent teeth. 

2. A 4 per cent solution of procaine 
hydrochloride may be used for hyper- 
sensitive cavity preparation and partial 
pulpectomy. 

3. Maxillary deciduous molars are in- 
nervated by the middle superior alveolar 
nerves. 

4. The foramen and sulcus in the 
young child are located more posteriorly 
and slightly lower on the medial border 
of the ramus. 
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7. Mayer, E., The toxic effects following the use of 
local anesthetics. J.A.M.A. 82:876 (March) 1924. 

8. Nelson, Waldo €E., (ed.), Mitchell-Nelson Text- 
book of Pediatrics, ed. 4. Philadelphia: W. B. Saunders 
Co., 1945. 
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Superior labial frenotomy 


Morven Curran, D.D.S., Kansas City, Mo. 


The surgical removal of the superior 
labial frenum has been a much discussed 
question in dental literature for over 
50 years, and many fine papers have 
been written on the subject. Although 
there is much difference of opinion as to 
the advisability of its removal, it is gen- 
erally conceded that the superior labial 
frenum should be resected if it is ab- 
normal, but left intact if it is perform- 
ing a normal function and not interfering 
with the dentition. The problem has al- 
ways been, “When is a frenum ab- 
normal?” 

Let us consider the normal. The supe- 
rior labial frenum is a fold of mucous 
membrane and connective tissue con- 
necting the inner surface of the lip at 
the midline to the gum tissue.’ It nor- 
mally is attached to the gum a few milli- 
meters above the gingival crest between 
the central incisors. The frena vary in 
shape, ranging from a broad fan shaped 
mass of tissue to a thin knife-edged fold. 

The frenum has the definite function 
of limiting the movement of the lip in 
the midline. It gives the lip stability and 
also acts as a control to the amount of 
vermilion border exposed.? 

In infancy the superior labial frenum 
is attached to the palatine papilla. As 
the natural growth of the mouth pro- 
gresses, the frenum remains practically 
dormant while the maxilla enlarges 
downward and forward. This results in 
the apparent raising of the frenum. 

When the deciduous upper central in- 
cisors erupt, there is usually a space be- 
tween them. This space in most instances 
is a perfectly normal condition and will 
usually disappear upon the eruption of 
the permanent teeth unless it is associated 
with malocclusion, missing teeth, abnor- 
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mal tongue pressure or lip habits.* Only 
when this space persists, is the condition 
abnormal. 

In a child of seven years, when the 
two central incisors are beginning to 
erupt, the frenum in many cases still is 
attached to the palatine papilla and ap- 
pears to be abnormal. However, the con- 
dition at this age is usually normal be- 
cause the frenum, as a rule, atrophies or 
raises when it is time for the two central 
incisors to come together. The approxima- 
tion of these two central incisors gen- 
erally does not take place immediately 
upon their eruption but awaits the erup- 
tion of the lateral incisors and sometimes 
of the cuspids. 

In general, a superior labial frenum 
may be considered abnormal when it is 
attached to the palatine papilla as shown 
by movement or blanching of the inter- 
dental tissue upon stretching the upper 
lip (Fig. 1). However, the abnormality 
of this condition depends on the age of 
the patient. This condition would in- 
dicate an abnormal frenum in a patient 
11 to 12 years of age when the lateral in- 
cisors and cuspids have erupted, but it 
might be normal in a younger patient. 
Therefore, the age of the patient is very 
important in the diagnosis of an abnor- 
mal frenum. Because the age factor is 
ignored, many frena are resected un- 
necessarily. 


Presented before the Section on Oral Surgery 
ninetieth annual session of the American Denta! Associ 
ation, San Francisco, October !9, 1949. 

|. Gray, Henry, Anatomy. Edited by T. B. Johnston 
and J. Whillis, 29th ed. New York: Longmans, Green & 
Co., 1946 

2. Davis, A. D., Surgical correction of 
frenum labii. J.A.D.A. 18:292 (Feb.) 1931. 

3. Dewel, B. F.. The norma! and the abnormal labia! 
frenum clinical differentiation. J.A.D.A. 33:318 (March) 
1946. 


abnorma! 


‘ 
a 
a 
j 
; 
J 
: 


420 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Fig. | * Abnormal superior labial frenum 


In case of a diastema due to an abnor- 
mal frenum, the separation of the upper 
central incisors is not the result of the ab- 
normal frenum per se, but of the move- 


Fig. 2 * Mosquito hemostat clamped on fre- 
num in desired position 


ment of the frenum. In other words, it is 
not the bulk of tissue that prevents the 
central incisors from approximating, but 
pressure caused by the moving frenum. 
An analogous process is the root forma- 
tion of a vertically impacted lower third 
molar. The roots of such a tooth are not 
allowed to form in the inferior dental 
canal because of the pulsation of the 
inferior dental artery. In some cases the 
upper central incisors undoubtedly are 
kept separated in like manner. Therefore, 
in the correction of the abnormal frenum, 
it is necessary to resect only enough tis- 
sue to prevent this objectionable move- 
ment. That is why the frenum should 
be only partly but not completely re- 
sected. 


TECHNIC FOR THE MODIFIED 
RESECTION 


The technic of the operation of frenot- 
omy is very simple, and the procedure 
takes but a very short time to complete. 
The lip is pulled outward and upward 
stretching the frenum taut. After the 
operative area is painted with a suitable 
antiseptic solution, a very small mosquito 
hemostat is clamped on the frenum with 
the tip to the base of the frenum, ap- 
proximately 4 to 5 mm. above the gin- 
gival crest (Fig. 2). The placing of 
this hemostat in such a manner accom- 
plishes the following purposes: it deter- 
mines the width of the future base of the 
frenum; it acts as a lip retractor; and it 
also limits hemorrhage in the operative 
field. On each side of the frenum from 
the base, an incision is made inferiorly 
to the alveolar crest between the central 
incisors ( Fig. 3). After this tissue has been 
loosened, the scalpel blade is brought 
down the face of the hemostat to com- 
plete the excision of the triangular flap 
of tissue. The removal of this amount of 
frenum thus eliminates the objectionable 
movement of tissue between the two cen- 
tral incisors. The hemostat now is re- 


> 
be \ 
AY, 
3 
A 


moved and one suture is placed at the 
uppermost part of the excised area (Fig. 
4). This suture is not absolutely necessary 
but does control excessive bleeding. The 
suture of choice is 000 catgut, as there is 
no necessity for removing it postopera- 
tively. Where there is a huge amount of 
bulky tissue between the two central in- 
cisors, the incisions at the base of the 
frenum may be extended lingually to in- 
clude the incisive papilla on the palate, 
but only for the purpose of removing the 
excess amount of tissue to facilitate 
closure of the space orthodontically. The 
two central incisors should not be ex- 
pected to approximate themselves with- 
out orthodontic assistance. This favorable 
result may occur, but not in most cases. 

The anesthetic used is a matter of per- 
sonal preference. The author’s choice is 
nitrous oxide-oxygen with the synergistic 
help of vinyl ether. A general anesthetic 
is preferred because the operation is of 
short duration, and tissue ballooning, 
such as occurs with a local anesthetic, is 
eliminated. It is much easier to operate 
in an undisturbed field. 

No special postoperative care is neces- 
sary as normal mouth hygiene is sufficient. 
Ice packs applied to the area control 
what little swelling and tenderness may 
be present, and sedatives are rarely 
needed. 

If a case is encountered which seems 
to be on the borderline and where there 
is a genuine doubt as to the advisability 
of the operation, the frenotomy should be 
done. There are no contraindications for 
the operation except, perhaps, the ex- 
pense and inconvenience to the patient. 
In a case where excess bulky tissue is re- 
moved from between the central incisors, 
it is true that scar tissue is formed, but 
in such small amount that this factor can 
be ignored. 

The modified surgical technic de- 
scribed in this article is also applicable 
to edentulous cases where an enlarged 
frenum may interfere with the proper 
seal of a denture. 


CURRAN .. . VOLUME 41, OCTOBER 1950 © 421 


Fig. 3 * Lines of incision from base of the 
frenum to the alveolar crest 


CONCLUSIONS 
1. As many superior labial frena are 


resected unnecessarily, a proper differ- 
ential diagnosis should be made empha- 


Fig. 4 * Location of suture 
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sizing the location of the frenum and the 
age of the patient. Surgical resection of 
the frenum should be deferred until the 
patient is 11 or 12 years of age except 
when the operation is especially indicated. 

2. As the separation of the upper cen- 
tral incisors is not the result of the ab- 
normal frenum per se, but of the con- 
stant movement of the frenum, it is 
necessary to do only a partial resection, 
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severing the connection between the basal 
portion of the frenum and the interseptal 
tissue. 

3. In the majority of cases a frenot- 
omy should be followed by orthodontic 
treatment. 

4. In indicated cases and in genuinely 
doubtful cases, a frenotomy should al- 
ways be performed. 

710 Professional Building 


dental public health services 


in New Zealand II 


Several proposals have been advanced in 
recent years that dertal nurses be em- 
ployed to care for the dental needs of chil- 
dren. Supporters of the dental nurse 
plan have based their recommendations 
on the scheme which has been in effect 
in New Zealand since 1921. In order to 
secure accurate information on the New 
Zealand dental nurse program, the Board 
of Trustees of the Association sent a rep- 
resentative to New Zealand in February 
to study the program and report his find- 
ings. The first installment of the report, 
consisting of the discussion and conclu- 
sions, was published in the September 
issue of THE jouRNAL. The second in- 
stallment appears in this issue and a third 
will appear in the November issue. 

In making this evaluation of the dental 
public health services in New Zealand, 
the following steps were taken: (1) re- 
view of the literature, (2) study of New 
Zealand laws and governmental regula- 
3) inspection of dental training 
visits to dental clinics in 
inspection 


tions, 
institutions, (4 
five of the seven districts, (5 


Allen O. Gruebbel, D.D.S., M.P.H., Chicago 


of dental clinic records, (6) dental exam- 
inations of a representative number of 
children, (7) collection and interpretation 
of statistical data, and (8) consultations 
with the Minister of Health, Minister of 
Education, Director-General of Health, 
deans of the schools of dentistry and 
medicine, staff members of the Depart- 
ment of Health, Medical Research Coun- 
cil and Dental Council, officials of the 
military services, New Zealand Dental 
Association and New Zealand Branch of 
the British Medical Association, private 
practitioners of dentistry and medicine, 
school dental nurses, headmasters of 
schools and members of the lay public. 

Owing to limitations of space, the en- 
tire report will not appear in THE JOUR- 
NAL; however, it is available on request 
in the form of a brochure. Documentary 
material, pertinent to the subjects 
discussed, is submitted in an Appendix. 
The Appendix in mimeographed form is 
available on request. 
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Interest in some type of an organized 
plan to improve dental conditions among 
children in New Zealand first became evi- 
dent in 1905 as the result of a paper by 
a dentist, F. W. Thompson, entitled 
“The Teeth of Our Children,’””* presented 
during the annual meeting of the New 
Zealand Dental Association. Following 
the discussion of this paper a motion was 
passed to 

. wait on the Minister of Education with 
the object of urging him to assist by providing 
means for the inspection of the teeth of the 
children in the public schools. 


A number of other articles appeared in 
the New Zealand Dental Journal in 1906, 
which described “the appalling condi- 
tions of the teeth of children 9-14 years of 
age, more than 60 per cent of whose 
permanent teeth were beyond saving.” 

The president of the New Zealand 
Dental Association, in his presidential 
address on February 12, 1907, recom- 
mended compulsory examination of 
school children’s teeth and the establish- 
ment of treatment centers for those who 
could not pay for dental care.’ 

The problem was discussed at con- 
siderable length at the annual meeting of 
the New Zealand Dental Association held 
January 8, 1908. It was agreed that ac- 
tion by the state could not be expected 
for some time but that a beginning could 
be made by an organized effort “to edu- 
cate the people in dental hygiene.’”* 

At the official opening of the Uni- 
versity of Otago Dental School, the new 
director, H. Percy Pickerill, discussed 
the appalling condition of the people’s 
teeth.® 

During the 1909 meeting of the New 
Zealand Dental Association, A. Hoby, in 
his presidential address, urged immediate 
action to arrange a dental health scheme 
for children consisting of health lectures 
in schools and compulsory dental ex- 
amination and treatment for children, 
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financed by a tax of 5 shillings per head 
for each child attending school."® 

During the sixth annual meeting of the 
New Zealand Dental Association in 
March 1910, Thomas Hunter (now Sir 
Thomas Hunter) devoted his presidential 
address to “the duty of the state and the 
public towards the prevention of dental 
diseases.”” Mr. Hunter described the de- 
plorable condition of the teeth of New 
Zealand people and its effect on the na- 
tion’s health. He urged that state author- 
ities should provide “an organised ex- 
amination and efficient treatment of the 
mouths of the children in our public 
schools.””"* 

As a result of a similar plea from A. 
Paterson’ in his 1911 presidential ad- 
dress, the New Zealand Dental Journal 
published an editorial which asked that,’*, 


Each member of this Association ascertain 
from the local candidates for Parliamentary 
honours whether he is in favour of .. . (i) 
the dental inspection of school children, (ii) 
the training of primary school teachers in den- 
tal prophylaxis, (iii) the appointment of den- 
tal surgeons to the Territorial forces. 


In 1912, dental examination of 190 
children in Auckland revealed that 


. 98.5 had one or more decayed teeth; 
only 13 had ever visited a dentist; only 10 
ever cleaned their. teeth; and that the condi- 
tion of some of the mouths was appalling in 
the extreme. 


6. Thompson, F. W., The teeth of our children: dis 
cussion. New <K D. J. 1:27 (Oct.) 1905. 

7. Thompson, W., Presidential address. New Zea 
land D. J. 2:112 1907. 

8. Official report of the annual pasting of the New 


Zealand Denta! Association. New Zealand, D. J. 3:110 
1908. 
+ e dental school—opening ceremony. New Zea 


and D J. 3:123 (April) 1908. 

10. Hob Presidential address. New Zealand D. J. 
4:88 (March) 1909 1909 

\!. Hunter, T. A., On the duty of the state and the 
public towards the prevention of dental diseases. New 
Zealand D. J. 6:1 (July) 1910. 

12. Paterson, A., Presidential address. New Zealand 
D. J. 7:1 (July) 19101. 

13. The recent conference. Editorial. New Zealand 
D. J. 7:22 (July) 1911. 
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The president of the New Zealand Den- 
tal Association in 1912 recommended 
the establishment of dental hospitals so 
that “those who cannot pay, may receive 
treatment gratuitously, and in other 
cases, a charge can be made, commen- 
surate with the patients’ incomes.” Fol- 
lowing a lengthy discussion of these pro- 
posals, H. Percy Pickerill, director of the 
dental school, made a motion, seconded 
by Thomas Hunter, 


That the Executive of this Association form 
a deputation to the Government, and point 
out the urgent need for them to take measures 
to inspect and report on the exact state of the 
teeth of those children who are attending our 
public schools. 


The motion was carried."* 

The deputation, consisting of J. N. 
Rishworth, Thomas Hunter and H. 
Percy Pickerill, called on the Minister of 
Health and recommended that the De- 
partment of Health incorporate dental 
inspections into the school health pro- 
gram by having these medical officers 
examine the teeth of the children. The 
dean of the dental school offered to train 
the medical officers in the dental school.'® 

Professor Pickerill devised a dental ex- 
amination chart and suggested a plan 
for training the medical officers to make 
the dental inspections.’® Later he _re- 
ported that the medical inspectors of the 
schools had completed a fortnight’s spe- 
cial course of instruction at the dental 
school at the University of Otago. The 
examination procedure he devised re- 
quired an average of two and a half 
minutes per child."* 

The editor of the New Zealand Dental 
Journal expressed the opinion that the 
examination of children’s teeth was not 
enough because 25 per cent of the fami- 
lies were financially unable to pay for 
treatment. To make service available for 
this group, he suggested the establish- 
ment of school dental clinics.'* 

The idea of creating a new category of 
dental personnel with less training than 
dentists to provide limited dental care 
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for children was first suggested in 1913 
by N. K. Cox, M.D., D.D.S., president 
of the New Zealand Dental Association. 
He made a plea for broadening the 
school dental health program. He said: 


From an administrative point of view the 
only solution to the problem is to establish a 
system of state dentistry for the use of the 
pupils of the primary schools. . . . In a small, 
compact and easily controlled country like 
New Zealand with its system of central gov- 
ernment, and a people untrammeled by con- 
servative thought, a scheme of universal state 
dentistry should be easily applicable. This 
scheme would consist of the appointment of 
state dentists for the purpose of establishing 
and operating school clinics, so that every 
child from the age of 6-14 years would be 
compelled to have his or her mouth in a per- 
fectly hygienic condition. . . . I have no doubt 
that at the dental school in Dunedin a fairly 
short course could be arranged specially 
adapted for state oral hygienists or state den- 
tists, which course would not entitle them to 
the right of private practice but would be 
amply sufficient to make them thoroughly 
equipped for this particular branch of den- 
tistry. . . . I submit the urgent necessity for 
this plan and for the government . . . to set up 
an inquiry or commission with the ultimate 
view to the bringing down of a Bill to author- 
ize, formulate and direct the whole working of 
the system.” 


The proposal of the president of the 
New Zealand Dental Association 
treated largely as a revolutionary idea 
which should be given careful considera- 
tion. Professor Pickerill was skeptical of 
the idea. He stated: 

I think it would be undesirable for the 
public to get the idea that we were offering as 
a University to train men at a lower standard 


for children than we are training them at 
present. To train men who were not so 


was 
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method of charting the teeth. New Zealand D. J. 8:33 
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skilled and properly trained as other men 
would be very undesirable. . . . We must face 
the facts. When we are going to have a state 
dental service we must have properly trained 
and qualified men.” 


General discussion revealed that a few 
members supported the idea of studying 
the matter further; most of them, how- 
ever, expressed opposition. 

A deputation of the New Zealand 
Dental Association called upon the Min- 
ister of Health on July 10, 1913, re- 
questing that a trial scheme be attempted 
in four centers, that a state dentist be 
employed in each center and that a den- 
tal officer be added to the staff of the De- 
partment of Health. The minister agreed 
to discuss the proposal with the cabinet.” 

Considerable newspaper publicity was 
given to this proposal, which was sup- 
ported by the newspapers of both political 
parties.?* 

In 1915, J. J. Bailey, in a paper pre- 
sented before the New Zealand Dental 
Association, recommended mobile clinics 
operated by dentists for the rural areas.** 

In May 1916, it was reported in both 
the dental literature and the public press 
that 35 per cent of the recruits for mili- 
tary service in World War I were re- 
jected or deferred because of dental con- 
ditions.** 

In 1916, the Minister of Health made 
£500 available for dental health activi- 
ties. This sum amounts to $2,370 on the 
basis of an exchange rate of $4.74. The 
editor of the New Zealand Dental Jour- 


nal wrote:?5 


To spend even the sum of £500 in further 
dental inspection of schools would be but a 
lamentable waste of time, energy, and money. 
School after school has been examined, and 
we know that the average number of school 
children in this country affected with dental 
caries to a serious extent is well over 90 per 
cent. 

To attempt to utilise inspection as a means 
of inducing parents to send their children for 
treatment, either private or public, is but a 
vain hope... . 

No, the only solution of the problem is com- 
pulsory school clinics. 
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At the annual meeting of the New 
Zealand Dental Association in 1916, the 
members discussed the statement of the 
Minister of Health regarding the need 
for state dentistry, especially for children, 
because of the prevalence of dental dis- 
ease and the decrease in the number of 
dentists as a result of the war. The New 
Zealand Dental Association agreed to 
defer the matter for a year because “now 
things were too upset.”** 

Professor Pickerill of the dental school 
of Otago University recommended to the 
Minister of Education that the Depart- 
ment of Education “should try the ex- 
periment of fitting out a motor travelling 
dental clinic for use in one district.”*" 

In 1917, the New Zealand Dental As- 
sociation expressed concern about the 
small number of dental students. During 
the years 1914 to 1915, 14 students were 
studying dentistry while 296 were engaged 
in the study of medicine. It was, therefore, 
proposed to give a shorter course of train- 
ing to some dental students leading to a 
certificate of proficiency in dentistry.** 

The first mention of the term “dental 
nurse’”’ was made by Richmond Dunn** 
in a paper prepared for the 1915 con- 
ference of the New Zealand Dental Asso- 
ciation. Owing to the war, this meeting 
was not held, and the paper was pub- 
lished two years later. He wrote at length 
about the great need for dental care, the 


20. New Zealand D. J. 9:40 (July) 1913. 

2!. New Zealand D. J. 9:48 (July) 1913. 

22. New Zealand D. J. 9:57 (July) 1913. 

23. Bailey, J. J.. How to meet school dental require- 
ments in the rural districts. New Zealand D. J. 11:18 
(May) 1915. 

24. Carter, A. M., Presidential address. New Zealand 
D. J. 12:3 (May) 1916. 

25. Dental school clinics. Editorial. New Zealand D. 
J. 12:81 (Sept.) 1916. 

26. Proceedings at the annual meeting, May, !9/6 
New Zealand D. J. 12:83 (Sept.) 19/6. 

27. Dental examination of school children. New Zea 
land D. J. 12:154 (Jan.) 1917. 

28. Dental service of the future and the shortage of 
dental students. Editorial. New Zealand D. J. 12:163 
(March) 1917. 

29. Dunn, Richmond, The prevention of dental disease 
and the adequacy of denta! service. New Zealand D J 
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shortage of dentists and the dim hope 
that the number of dentists would be in- 
creased, and stated that the only solution 
to the problem would be the training of 
auxiliary personnel. He appealed to the 
members of the association to support his 
proposal that a legislative bill 


. . . be prepared by the New Zealand Den- 
tal Association creating and Iegalising a new 
profession of dental nurse, to be the same 
help . . . to the dental profession as the 
Plunket Nurse is to the medical. . . . She 
should be enabled to qualify by serving an 
apprenticeship with any duly qualified den- 
tist. At the end of her time she should pre- 
sent herself for examination before a legally- 
constituted board of examiners, who would 
license her to practice as a “Dental Nurse.” 
The State might assist successful candidates 
by granting a few months training at a Dental 
School. Her duties should be strictly 
limited to advising parents with regard to 
the dental wants of their children; to teach- 
ing . . . oral cleanliness; to warn them 
of the danger of “letting first teeth go’; to 
examine the teeth of very young children, and 
to treat the teeth and perform certain simple 
operations on them when necessary The 
natural thinning-out of their ranks by mar- 
riage and maternity would prevent the new 
profession from being flooded. . The den- 
tist would be relieved of a good deal of the 
child-work that many of us find so trying to 
the nerves; while the way would be smoothed 
for us to do inevitable work when the children 
were older and had been trained to receive 
dental attention. Furthermore, New Zea- 
landers are apt to pride themselves on their 
country being a laboratory for social experi- 
ments. 

In May 1917, the Minister of Health 
stated that he had applied to the cabinet 
for a grant of £1,000 ($4,740, exchange 
rate $4.74) “for the inspection and, if 
necessary, free treatment of the children’s 
teeth.” He also stated that he favored 
the employment of a salaried dental in- 
spector.*° 

During the 1917 annual meeting of the 
New Zealand Dental Association, the 
president of that body, M. E. Dennis- 
ton,*' remarked in his presidential ad- 
dress: 


We, as an Association, and the 
people in power at the present time, are 
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thoroughly seized of the shocking dental con- 
dition of 90 per cent of the children of this 
country. ... 

Had our soldiers of today received dental 
treatment in their progressive stages through 
life, what a large sum would have been saved 
the State at a time when we need all our 
resources. Figures now point us plainly 
and unequivocally to “State Dentistry.” 

In a speech before the New Zealand 
Dental Association in 1917 the Minister 
of Health urged the dental profession to 
devise a scheme whereby a dentist in each 
community would be delegated to treat 
school children.** 

N. K. Cox,** who in 1913 suggested 
that the dental school give short courses 
which could be “expressly adapted for 
state oral hygienists or state dentists,” re- 
newed his efforts for state dentistry by 
presenting a paper on that subject dur- 
ing the 1917 annual meeting of the New 
Zealand Dental Association. He enlarged 
his proposal to include: 

(c) The formation of a corps, preferably 
of female dental nurses, who, after, say, two 
years’ attendance with a private practitioner, 
would receive at the Dental College a two 
years’ course of instruction in prophylaxis, 
fillings, and extractions 

(d) The inauguration of a dental motor 
ambulance and annexe system whereby dental 
treatment would be given at each school... . 

(ce) The foregoing officials to be subject 
to State control, payment, regulations, pen- 
sions. 

Following a discussion of the paper 
Dr. Cox moved: 

That a committee of three be appointed to 
consider the question of the dental treatment 
of school children, to confer with the Minister 
of Public Health and discuss the matter with- 
out committing the Association, the committee 
to consist of Captain Denniston, Major Win- 
stone, and the mover 


The motion was carried. 


3 } notes. New Zealand D. J. 12:21) (May) 
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A. H. Shroff** proposed an alternative 
“scheme for attention to our children’s 
teeth with a minimum of state aid.” He 
expressed objection “to any assistance 
being given to those children whose 
parents can well afford to pay the private 
practitioner.” He suggested a plan for 
collecting a small amount from parents 
whose income is not greater than £4 
($11.20) a week so that “it would free 
the work from all taint of charity; and 

would cause the parents to place 
greater value on the services rendered.” 

In the latter part of 1917, a committee 
of the New Zealand Dental Association 
was appointed to make a study of exist- 
ing dental health programs in other 
countries and to make recommendations 
for a plan in New Zealand. The com- 
mittee reported that a study was made of 
the methods adopted in England, the 
United States and Germany and that 
the committee agreed to submit the fol- 
lowing conclusions and proposals: ** 


(1) That the Government immediately 
inaugurate a Dental Department for the pur- 
pose of establishing a thoroughly comprehen- 
sive system of State School Dentistry. 

(2) That the scheme be started in a small 
way by taking a few thousand children from 
the four centres, completely treating them, 
and gradually extending the operations until 
normal peace conditions prevail, when all of 
the scholars will be brought in and each pupil 
treated and put in possession of sound teeth 
and a clean mouth. 

(3) That a Director of the Dental De- 
partment be appointed, and sent to the United 
States to minutely examine the methods used, 
and thus obtain a maximum amount of ef- 
ficiency, combined with a minimum amount of 
expense. The Committee suggests that appli- 
cations be called for the position of Director, 
and the names of the applicants be submitted 
to the Executive of the New Zealand Dental 
Association, they being asked to make a rec- 
ommendation to Cabinet. 

(4) To ensure a sufficient supply of school 
dentists, the Committee suggests that students 
may receive free education at the Dental Col- 
lege, together with a living allowance, in re- 
turn for which they will serve the State, under 
bond for five years, as School Dentists, at a 
stated salary, after which period they would 
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have the option of continuing in the State 
service or of entering into private practice. 

The committee presented these con- 
clusions and proposals to the Minister of 
Health and the Minister of Education. 
The Minister of Health agreed that addi- 
tional dental personnel should be trained, 
but stated: 

Those parents who are able to pay should 
. .. pay the cost of the dental treatment given 
to their children, and free dental treatment 


should be given at the hospitals to all children 
whose parents are not able to pay. 


The Minister of Education expressed 
the view that the “scheme is so big and 
involves such a large expenditure that we 
could not with confidence recommend it 
to Cabinet for approval at the present 
time.””** 

A committee of the New Zealand Den- 
tal Association conferred with the Acting 
Prime Minister, the Minister of Health, 
the Acting Minister of Finance, and the 
Minister of Education for the purpose of 
recommending the allotment of twenty 
bursaries a year for dental students 
financed by the state in an effort to se- 
cure a greater number of dental students. 
The value of the bursaries would be £20 
($94.80, exchange rate $4.74) a year plus 
fees and £30 ($142.20) allowance for 
living expenses. The student would be ex- 
pected to sign a bond agreement to serve 
as a state dentist for a term of years to be 
decided by the government.*’ The gov- 
ernment agreed to provide ten bursaries 
a year, and the University of Otago 
agreed to provide three bursaries a year.* 


34. Shroff, A. H.. A scheme for attention to our 
children's teeth with a minimum of state aid. New 
Zealand D. J. 13:9 (July) 1917. 

35. Cox, N. K.; Winstone, E. C., and Denniston, M 
E.. Report of state school committee set up by the 
New Zealand Dental Association, Apri! 25th, 1917. New 
Zealand D. J. 13:70 (Nov.) 1917 

36. N. Z. Dental Association's deputation to Hon 
G. W. Russell and Hon. J. A. Hanan. New Zealand 
D. J. 13:73 (Nov.) 1917 

37. State bursaries for dental students. New Zealand 
D. J. 14:49 (Sept.) 1918. 

38. Bursaries for dental students. New Zealand D. J 
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In 1919, the Department of Educa- 
tion announced that it had appointed 
four school dentists to provide dental 
care for school children whose families 
were unable to provide dental care.** 

In February 1920, a Public Service 
Commission of the government an- 
nounced that Thomas Hunter had been 
appointed chief dental officer to develop 
and administer the government’s dental 
service scheme. For many years Mr. 
Hunter was prominently associated with 
the affairs of the New Zealand Dental 
Association, having served in 1910 as its 
president and during Warld War I as a 
dental officer with the military forces 
with the rank of lieutenant colonel. There 
was some disagreement at the outset on 
Mr. Hunter’s appointment because the 
New Zealand Dental Association was not 
consulted, but the matter eventually was 
settled to the satisfaction of the associa- 
tion and the government.* 

Soon after he assumed the duties as 
director of the dental unit of the New 
Zealand Health Department, Mr. Hunter 
outlined the government’s plan for train- 
ing dental nurses and for organizing a 
dental service for school children before 
a special committee of the Executive 
(Council) of the New Zealand Dental 
Association. After considerable discus- 
sion the Council voted 16 to 7 in favor of 
the scheme." 

The decision of the Executive Council 
was met with much dissatisfaction on the 
part of individual dentists and some of 
the branch dental societies. It was 
claimed that “the scheme was confirmed 
by the Executive against the wish of the 
majority of the individual members of 
the Association” and that some of the 
branch representatives voted contrary to 
the wishes of their parent bodies.* 

Many appeals were received for calling 
a special session of the New Zealand 
Dental Association to re-open and recon- 
sider the Executive Council’s decision. 
Che officers of the association discour- 
aged this proposal on the grounds that 
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“the government had put machinery in 
motion to carry out the recommendations 
arrived at, and the Association was in 
honour bound to give the scheme a fair 
trial.”’** 

The plan adopted by the government 
and developed by Mr. Hunter included 
the following statements: ** 


The trainees will undergo an _ intensive 
training in a science course, embracing chemis- 
try, physics, biology, anatomy, and physiology. 
. . . Their training will proceed finally to a 
knowledge of the filling of simple cavities and 
simple extractions of temporary teeth, where 
a general anaesthetic is not necessary. . . . 

Their work will be limited almost entirely 
to the temporary teeth. In all cases 
where decay calls for extensive treatment the 
work will be attended to by registered den- 
tists. As time elapses . . . it is to be expected 
that the treatment of necessity will diminish 
and become more and more simple, and that 
the early decay of the permanent teeth will 
practically cease to be a problem. 

During the 1921 annual meeting of the 
New Zealand Dental Association, the 
differences of opinion regarding the new 
dental nurse scheme were aired by the 
general membership. Criticism was 
mainly directed to the unconstitutional 
methods used in adopting the scheme 
without supplying complete information 
to or obtaining the advice of the full 
membership of the association.** 

It is of interest to note that J. L. 
Saunders,** the present director of the 
school dental services, expressed a strong 
opposition to the scheme during the an- 
nual meeting in 1921. He is recorded 
as saying: 


39. Dental service to schools. Editorial. New Zealand 
D. J. 14:137 (March) 1919. 


40. New Zealand Dental Associstion. New Zealand 
D. J. 15: 'S7 (March) 1920. 

41. The state dental scheme and the New Zealand 
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(Jan.) 192 
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The way in which the scheme was put 
through suggested to the North Canterbury 
members that it was a cut-and-dried affair. 
... The whole scheme hinged on the principle 
of whether they were going to allow unquali- 
fied persons to perform dental operations. This 
was a question which needed no general meet- 
ing to decide: it could be settled at one’s own 
fireside. 


No special act by Parliament was 
passed to establish the school dental serv- 
ice and to authorize the Health Depart- 
ment to train and employ dental nurses 
to provide dental care for children. The 


DOMINION TRAINING 


All school dental nurses are trained at 
the Dominion Training School for Den- 
tal Nurses. The school serves the dual 
purpose of a training institution and a 
dental clinic for a large portion of the 
child population of Wellington. 


FACILITIES 


The Dominion Training School for Den- 
tal Nurses is located at Willis Street in 


Wellington. The building is a_ three 
story structure of stone and reinforced 
concrete. It was constructed in 1939-40 
at a cost of £100,000 ($280,000), of 
which £20,000 ($56,000) was for equip- 
ment.*® The main building is modern and 
well designed and is decorated with 
harmonious color schemes. The reception 
rooms, offices and clinic rooms are in 
good taste. The physical plant and facili- 
ties are far superior to those in the dental 
school of the University of Otago in 
Dunedin. 

The main building contains the follow- 
ing facilities: small amphitheater for 
demonstrating extractions and operative 
dentistry, technic laboratory for carving 
plaster teeth, technic laboratory for teach- 
ing operative dentistry, bacteriology labo- 
ratory, orthodontic clinic and_ techni- 
cians’ laboratory, extraction and recovery 


SCHOOL 
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scheme came into being by an act of the 
cabinet upon the recommendation of the 
Minister of Health. 

The Dentists Act was amended to 
make the dental services provided by 
school dental services exempt from the 
law governing the practice of dentistry. 
The Dentists Act carries the following 
exemption : 

Nothing in this section (26) shall operate 
to prevent . . . (c) The performance in any 
public dental service of dental work by any 


person in accordance with conditions approved 
by the Minister. 


FOR DENTAL NURSES 


rooms, examination room (used only 
occasionally for special purposes), x-ray 
room, library, lecture rooms, demonstra- 
tion room for teaching toothbrushing, 
containing 10 small laboratories (no 
longer in general use) ; children’s clinic, 
administrative offices, reception room, 
mothers’ room for feeding and caring for 
babies, lounge rooms for students and 
teaching staff; cloak, locker and rest 
rooms for students and teaching staff; 
cafeteria for students and staff. 

Some of the students are trained at the 
annex, another building converted for 
that purpose, located at Tinakori Road. 
This building is an old wooden structure 
which was converted as a temporary ex- 
pedient. Of the 187 students in the 
school, there are 25 first year students and 
32 second year students in the annex. In 
addition, three staff dental nurses help 
in the annex clinic, so that a full quota 
of cases is maintained. Also, in the annex, 
there are two dental officers who teach, 
four tutor sisters who teach and demon- 
strate in the clinic, and one matron. 

The equipment in the dental clinic is 


45. The figures shown are based on the current ex- 
change rate of $2.80 to the pound. However, in 1939 
1940, the exchange rate was $4.30 to the pound, which 
would equa! $430,000 for the building and $86,000 for 
equipment. 
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exactly the same as is used by the school 
dental nurses in the field. It includes 
portable chairs, operating light, instru- 
ment cabinet and sterilizer. For the train- 
ing of second year students in operative 
dentistry, there are 50 dental chairs in 
the main clinic, 14 in an auxiliary room 
in the same building and 35 in the annex, 
making a total of 99. The routine opera- 
tion of the teaching program and pro- 
cedures is orderly, well disciplined and 
dignified. The linens and uniforms are 
clean. 

Ample facilities are provided for the 
prompt handling of patients and record 
cards. A system of electric lights is used 
to notify the clerks in the reception room 
and the patients when there are vacant 
operating chairs in the clinic and when 
the patients are to report for treatment. 

The library in the Dominion Training 
School for Dental Nurses is used ex- 
clusively by the teaching staff. It was 
stated that student dental nurses are not 
permitted to use the library because a 
deliberate attempt is made to restrict 
dental nurses to a limited field and be- 
cause it is preferred that they not be en- 
couraged to assume a scientific attitude. 

The library contains approximately 
200 books on dentistry and related sub- 
jects. Twelve dental and public health 
journals are received routinely. On 
March 3, 1950, when the library was 
visited, 13 books were out on loan to 
the teaching staff. The school does not 
employ a trained librarian, but one of 
the members of the teaching staff is as- 
signed the responsibility of part-time 
librarian. 


HANDLING OF CHILD PATIENTS 


The following system is employed in en- 
tering patients in the clinic and in pro- 
viding dental care: 


1. A consent form is signed by the 
parent authorizing the school to provide 
dental treatment. 
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2. General information about the 
child is filled in on a record form. 

3. A dental examination is made by 
a student dental nurse. The examination 
is checked by an instructor who may be 
either a staff dentist or a tutor sister. 

4. X-ray examinations are made by 
an instructor only when unusual condi- 
tions are suspected; for example, peri- 
apical abscess, supernumerary teeth or 
impacted teeth. 

5. Cleansing (dental prophylaxis) is 
performed by a student. On completion 
the work is checked by a staff dentist or 
a tutor sister. 

6. Cavity preparation is performed by 
a student and checked by a staff dentist 
or a tutor sister. 

7. An oxyphosphate cement base is 
inserted by a student, if it is found neces- 
sary, and checked by a staff dentist or 
tutor sister. 

8. A filling is inserted by a student 
and checked by a staff dentist or a tutor 
sister. 

9. The filling is polished by a student 
at the next sitting and checked by a staff 
dentist or a tutor sister. 

10. Extractions are performed by a 
student in the surgery in the presence of 
a tutor sister. 

11. Infiltration anesthesia is given by 
a student in the presence of a staff den- 
tist or a tutor sister and checked. 

12. Toothbrushing instruction is given 
by a student. 


METHODS OF TRAINING 


Textbooks are not used by the school 
dental nurse. In their place, cyclostyled 
notes are provided which contain ex- 
cerpts from textbooks and _ journals. 
Much of the information in the cyclo- 
styled notes is obsolete, and the training 
school authorities freely admit that the 
reference material should be revised and 
brought up-to-date. The methods of 
teaching are: lectures, demonstrations by 
dental staff and tutor sisters, laboratory 
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First year 

. Outline of duties and general 

instructions (verbal and practical 

instruction) 

. Poster work 

. Hygiene (demonstrations) 

Dental anatomy 

. Anatomy (general) . 

. Histology (general) 

. Histology (dental) 

. Physiology 

. Use and care of equipment 

Primary examination 
Two written papers of 3 hours 
each on courses 3 to 8 
10. Operative dentistry (preclinical) 
11. General pathology 
12. Materia medica 
13. Dental surgery and pathology 
14. Clinical records 
15. Local anesthesia and extractions 
16. History and ethics of nursing 
17. Child welfare 
18. Orthodontics (recognition) 
Clock hours, first year 
Second year 
19. Operative dentistry (12 mo.) . 
20. Organization and administration 
of Health Department and per- 
sonal services 

Dental health education (some 

out of class time) 

22. Teaching method (principles of 
teaching by arrangements with 
teacher college) to aid dental 
nurse to apply health education 
(includes blackboard drawing). 
Visits to schools 

23. Tutorial classes (review of pre- 
vious subjects and preparation 
for final examination) 

Final examination 

a.3 hr. written paper on all 
aspects of work covered by 
preceding classes with em- 
phasis on those with more 
direct application to work 

b. Practical examination 
Operative work on2 patients 
1. Preparation of compound 

cavity, permanent, poste- 
rior tooth 


WC 


2). 


2. Compound filling in previ 
ously prepared cavity 
c. Oral examination 
10 min. by principal of train 
ing school 
10 min. by private practi 
tioner 
Graduationceremonyandpresenta- | 
tion of diplomas and medallions 
Clock hours, second yeor 


Clock hours for 2 year course 


lec 


| tures 


42 


25 
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Draw 
ing 


78 
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labora- 
tory 


63 


55 


210 


Table 18 * Courses of study and clock hours (lecture, drawing, laboratory 
and clinic) at Dominion Training School for Dental Nurses 
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Table 19 * Required courses of study and total clock 
hours at Dominion Training School for Dental Nurses 


Required courses for Clock 
dental nurse hours 
General anatomy . 60 
Physiology. . . 25 
Dental anatomy 131 
Histology...... 50 


Dental health education... : 25 


History and ethics of nursing... . 3 
Child welfare 12 
Outline of duties and general instructions Oo 
Poster work. 63 
Use and care of equipment. ..... 55 
Operative dentistry (preclinical) 287 
Dental surgery and pathology... .. 25 
Operative dentistry (12 months). . 700 
Materia medica 25 
Clinical records a 15 
Local anesthesia and extractions 15 
Orthodontics (recognition) 
Organization and administration of health de- 
partment and personal services re 42 
Teaching method 6 
Visits to schools 
Tutorial classes 


training in technic, art instruction and 
clinic work. 


Courses * Information with regard to the 
courses of study and the clock hours for 
school dental nurses in New Zealand and 
dental hygienists in the United States is 
given in Tables 18, 19, 20 and 21. 


Operative Dentistry * Student dental 
nurses are taught to adhere rigidly to G. 
V. Black’s system of cavity preparation. 
The cavity preparation technics are 
highly standardized. Phenol and alcohol 
and occasionally silver nitrate are used 
following cavity preparation. Zinc oxide 
and oil of cloves are used to cap ex- 
posed pulps and as cavity linings. An 
oxyphosphate cement base is inserted 
in deep cavities. 


Training Experience * Information with 
regard to the amount of experience which 
the student nurse receives while in train- 
ing with regard to extracting and filling 
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teeth is shown in Tables 22 and 23. The 
average student nurse inserted 605.57 fill- 
ings during her course of training. The 
number of fillings by each student ranged 
from 444 to 796. The average student 
nurse performed 20.27 extractions, the 
number for each student ranging from 
10 to 31. 


Orthodontic Clinic * The orthodontic 
clinic in the Training School for Dental 
Nurses is a recent addition. Approxi- 
mately 500 patients are presently under 
treatment by dental officers. 


Research * No research on a continuing 
basis is carried out in the training school. 
Some research work has been done in 
the past on topical fluorides, low carbo- 
hydrate diets, toothbrushing and filling 
materials, but this activity was of short 
duration and was conducted through the 
auspices of the dental section of the Med- 
ical Research Council. 


Examination * In addition to class ex- 
aminations, qualifying examinations are 


Table 20 + Required courses of study and total clock 
hours for dental hygienist in United States 


Average clock hours 
for courses in 
12 schools 


Required courses for hygienist 
as listed by Council on Dental 
Education, A.D.A. 


General anatomy. . 67 
Physiology. .... 42 
Dental anatomy . . 130 
Histology...... 35 
Chemistry... .. 87 
Bacteriology... . 73 
Pharmacology... . 26 
Clinical dental hygiene 639 
Nutrition. ...... 31 
34 
Dental health education sa 42 
Public health 22 
Pathology. ... 37 
Ethics and economics... 20 
Speech ree 53 
English composition 66 
Sociology 56 
Psychology 47 
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Table 21 + Courses of study and total clock hours for 
dental nurse and dental hygienist: comparison 


Dental 
hygienists 


Dental 
nurses 
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the dental care of children as the Department 
may from time to time direct. 

In testimony whereof, this certificate has 
been awarded, and is signed by order of the 


Minister of Health, this ........ day of 


Classification 


Average 
clock hours 
for 
12 schools 


Per 
cent 
of 
total 


Clock 
hours 


lecture... . 
Laboratory 
Clinic 


41.1 
23.5 
35.5 


377 
288 
950 


1,615 


100.1 


held at the end of each six months’ 
period. The final examination, consist- 
ing of written, oral and practical tests, 
is held at the end of the second year. 
The Board of Examiners consists of a 
private dental practitioner and the prin- 
cipal of the Dominion Training School. 
Second year students who pass the final 
examination at the end of their two 
years’ training are given assignments in 
school dental clinics in the field within 
two weeks after graduation exercises are 


held. 


CERTIFICATE OF GRADUATION 


Upon satisfactorily completing the re- 
quired course of training, a student den- 
tal nurse is awarded a certificate of 
“Proficiency in Theory and Technique 
in Preventive and Operative Dental Care 
of Children,” by the Department of 
Health. It reads: 


This is to certify that 
has completed the course of training laid 
down for School Dental Nurses by the De- 
partment of Health. 

She has satisfied the examiners of her fit- 
ness to give preventive and operative dental 
care to children, and of her knowledge of the 
principles underlying dental health and oral 
hygiene. 

And she is hereby appointed a School 
Dental Nurse in the employment of, and 
under the supervision of, the Department of 
Health, and as such is authorized to give such 
treatment, instruction, and advice relating to 


Director, Division of Dental Hygiene 

Principal, Dominion Training School 

for Dental Nurses 

Director-General of Health 

She is also presented with a medallion 

which is worn on the uniform. The 

medallion is inscribed with the Royal 

Crown denoting state service, the New 

Zealand Arms and the motto Ut Prosim, 

the Latin phrase meaning “that I may do 
good.” 


STUDENTS 


Selection * The Division of Dental Hy- 
giene of the New Zealand Health De- 
partment and the Public Service Com- 
mission conduct a continuing campaign 
for the recruitment of school dental 


Table 22 Fillings performed by student dental 
nurses, September 1948— August 1949 


Student Student 


Fillings | dental nurses Fillings dental nurses 


444 
479 
490 
49) 
507 
513 
524 
529 
540 
544 
550 
557 
561 
565 
571 
572 
578 
579 
582 
585 
592 
594 
597 


49 


Average number 
57. 


4 | Pers | 
> | cent 
of 
| total 
j 
‘) 
601 
617 
622 
623 
625 
627 
628 
636 
641 
642 
a “7 
650 
674 4 
676 
725 
737 
738 
746 
786 
| 796 
| 29,673 = 
of fillings per student dente! nurse, 
te 


Table 23 * Extractions performed by student dental 
nurses, September 1948— August 1949 


Student 


Extractions 
dental nurses 


10 
12 
13 
14 
15 
16 
17 
18 
19 
20 
2! 
22 
23 
24 
25 
26 
28 
30 
3) 


993 


Average number f extractions per student dental 


nurse 


nurses. The campaign is carried out 
through published notices, through the 
individual efforts of the field staff and 
through vocational guidance facilities. 
Notices are published in the newspapers 
throughout the country in August or 
September of each year. 

Applications from young women in- 
terested in a career as a school dental 
nurse are filed with the Public Service 
Commission, the New Zealand Health 
Department or directly with the Do- 
minion ‘Training School for Dental 
Nurses. The form used for the confi- 
dential report on the applicant for ap- 
pointment is shown in the Appendix, 
page |. 

The prospective student is interviewed 
by the matron and the principal of the 
training school. Applicants are graded 
and placed in one of three classifications 
(A, B, C). Those who fall in classifica- 
tions A and B are designated “receiv- 
able”; those who fall in C category are 
designated “unsuitable.” 
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Of all the applicants considered in the 
past 29 years, approximately 5 per cent 
have been placed in classification A, 25 
per cent in classification B and the bal- 
ance in classification C. In recent years, 
however, the officials of the training 
school have not been in the position of 
fully exercising the policies governing 
the selection of candidates owing to the 
small number of applications received. 


Qualifications * Applicants must be over 
17 years of age. Preference is given to 
those between the ages of 18 and 25. 

A school certificate is the only scho- 
lastic requirement, but it is preferred 
that the applicant’s previous training in- 
clude English, biology, chemistry, general 
science, drawing and design, embroidery, 
sewing and home craft, and physiology. 
Favorable consideration is given to pre- 
vious experience as a dental attendant, 
hospital aid or kindergarten teacher. 

Applicants are given a_ physical ex- 
amination with particular emphasis on 
good vision, a healthy mouth and throat, 
and sound natural teeth. 


Number Enrolled * Since 1921, when the 
training of school dental nurses began, 
1,526 women have been accepted for 
training in the Dominion ‘Training 
School for Dental Nurses (Table 24). 
There are at present 187 students. Of 
the remaining 1,339, 1,162 (87 per cent) 
completed their training and were given 
certificates. A total of 177 (13 per cent) 
did not complete the course. 

There are facilities for training 200 
students at any given time. There are four 
drafts (classes) of approximately 50 stu- 
dents each. New drafts are enrolled in 
March and September. 


Atinition * Out of cach class accepted 
for training a small number of students 
are lost because of poor work, marriage, 
dissatisfaction and misdemeanor. Of the 
last class to graduate, two did not like 
the work, one resigned because of home- 
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Table 24 * Women qualifying and 


service 


| Number who 
| entered | 
training 


sickness and one was dismissed because 
she proved to be undesirable. 


Rules + A student dental nurse may not 
marry. In 1936, the regulations were re- 
vised to permit married dental nurses to 
remain in, or return to, service. 

Traveling expenses are paid from the 
student’s home to Wellington. 

Students, other than those whose 
homes are in Wellington, are required 
to reside in the hostel for student dental 
nurses. 

Students are provided with uniforms 
including caps, regulation white shoes, 
white stockings and cardigans. Blazers 
are available for purchase at the student’s 
own expense. Students may not wear 


| Number who | Number who 
completed did not 

course complete 
2 years later | course 


28 


13 
19 
24 
26 
27 
32 
36 
35 
19 
22 
24 
29 
47 
60 
73 
61 
59 
66 
56 
65 
70 
82 
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Loss, 
per cent 
of total 
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uniforms when they are not in the im- 
mediate vicinity of the school. 

Hairdressing must be of a style suit- 
able for wearing of the uniform cap. No 
jewelry may be worn when in uniform. 
The hands and fingernails must be given 
care, and cosmetics, if used with dis- 
cretion, are permitted. 

Students are accepted for training with 
the understanding that they will serve 
as school dental nurses for at least three 
years after graduation and that they will 
serve in any part of New Zealand on 
completion of training. The transfer of 
dental nurses is discussed further in a 
later section of the report. 


Salary and Allowances * Student dental 
nurses during the first year of training 
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1922.... 15 13 
1923.... — 
1924... 25 24 
1925.... 32 25 
1926. 32 18.7 
1927... 33 18.5 
: 1928. ... 35 8.5 
1929. 40 10 
1930. . . 39 10 
4 1931... 20 5 
1932.... 
1933.... 23 4 
1934.... 26 8 
30 3 
1936... 51 
1937. . 70 14 
1938... 77 5 . 
1939... 74 17.5 
1940.... 76 22 
1942. . 77 27.5 
t 1943 72 10 
1944. . 78 10 
1945 104 2! 
4 1946 97 90 7 
Jf 1947... 106 99 6.8 
1948 95 — . 
1949 92 
Total 1,526 1,162 177 
| 
a 
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receive £165 ($462) per year. Second 
year students receive £190 ($532) per 
year. 

First year students receive £55 ($154) 
for lodging allowance. Second year stu- 
dents receive £45 ($126) for lodging al- 
lowance. These sums are not paid to 
students whose homes are in Wellington. 


Study Periods * A compulsory evening 
silence period of two hours is observed for 
study purposes in the hostels. 


Hostels * Accommodation for students 
other than those whose homes are in 
Wellington is provided at hostels con- 
ducted in connection with the Dominion 
Training School. Each hostel is super- 
vised by a home sister who is responsible 
to the matron of the training school. 

Breakfast and evening dinner on week 
days and all meals on Saturdays, Sun- 
days and holidays are served. The fees 
for board and lodging are deducted from 
the salary and lodging allowance at the 
rate of 31s. ($4.34) per week. 


In the event of absence from the hostel 
for more than one week because of sick- 
ness, half fees are charged, owing to the 
fact that a student dental nurse receives 
salary and lodging allowance. If the 
period of absence is less than one week, 
the full amount of 31s. is charged. 

At the discretion of the matron, stu- 
dents may be granted week-end leave to 
visit friends in or near Wellington. 

Off duty activities, which consist 
mainly of sports and social functions, are 
encouraged. 


Uniforms * Uniforms are supplied by the 
training school. First year students wear 
blue uniforms with white caps, white 
shoes and stockings. Second year stu- 
dents wear white uniforms with white 
caps, white shoes and stockings. 

Blue arm bands are worn by students 
when acting as monitors. Monitors are 
appointed on a rotation basis to assist in 
keeping supplies, linens and instruments 
in their proper places. 


Scientific Method**Research,’ says Torald Sollman, “is the bird that sings only when it is 


free.” Discovery requires the broadest possible liberty to search in as many places as possible, 


by as many competent scientists as possible, in any manner and by any means that they them- 


selves consider possible 


Most basic among all the basic factors favoring scientific research is freedom—freedom for 


an inspired individual to pursue his will-of-the-wisp wherever chance or fortune may lead 


him. The inspired individuals appear, as if by chance; then educators and leaders in science 


recognize them and start them up the road to glory. Morris Fishbein, “Basic Factors in 


Scientific Research,” The Journal of the International College of Surgeons 13:508 May 1950. 
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A clinical study of caries prophylaxis 


with zinc chloride and potassium ferrocyanide 


David B. Ast,* D.D.S., M.P.H.; Arthur Bushel,t D.D.S., M.P.H., 
and Helen C. Chase,t A.B., Albany, N.Y. 


There is little doubt that the most widely 
accepted theory for the etiology of dental 
caries concerns itself with initial decalci- 
fication of enamel by acid which is largely 
a by-product of carbohydrate degradation 
within bacterial plaques normally found 
on the surfaces of teeth. However, within 
recent years the late Dr. Bernhard 
Gottlieb? advanced a wholly different 
concept of the mechanism by which den- 
tal caries develops. 

Largely on the basis of histologic ob- 
servation, the Gottlicb theory assigns a 
primary role to the organic structures, in- 
cluding the prism sheaths, tufts and la- 
mellas of the enamel. These structures, 
according to this theory, form the “in- 
vasion roads” which are travelled by pro- 
teolytic microorganisms. This type of in- 
vasion which results in digestion of the 
organic matter by bacterial action leads 
to the necrotic mass which we recognize 
as an advanced carious lesion.” 

From the viewpoint of this theory it 
seems logical that one way to increase the 
tooth’s resistance to caries is by obstruct- 
ing the organic pathways to prevent their 
initial invasion by the proteolytic bacteria. 
Accordingly, Gottlieb for many years 
searched for suitable chemical combina- 
tions which would fulfil the following 
requirements for optimal impregnation: * 
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1. The impregnation fluid must have 
low surface tension in order to assure 
deep penetration. 

2. The deposited chemical must com- 
bine with the enamiel’s organic matter 
so that it cannot be washed out by the 
saliva. 

3. The compound must have high 
bactericidal power to destroy any micro- 
organisms which may have already in- 
vaded the enamel and to prevent further 
invasion. 

4. Any chemicals used must not be 
harmful to the surrounding tissue or to 
the body in general. 

Attention was initially directed toward 
silver nitrate preparations. The first ap- 
proach was the precipitation of ammo- 
niacal silver nitrate with Formalin. 
Shortly thereafter it was suggested that 
the precipitation of silver nitrate with an 


Presented before the eighty-second annual meeting of 
the Dental Society of the State of New York in con- 
junction with the New York State Society of Dentistry 
for Children. New York, June 6, 1950. 

* Director, Bureau of Dental Health; ¢ Associate Public 
Health Dentist, Bureau of Dental Health; ¢ Biostatisti 
cian, Division of Medical Services, New York State 
Department of Health 

1. Easlick, K. A. (editor), Dental Caries 
The C. V. Mosby Company, 1948. 

2. Gottlieb, B., Dental Caries. Philadelphia: Lea & 
Febiger, 1947; A new concept of the caries problem and 
ts application. J.A.D.A. 3/:1598 (Dec.) 1944. 


St. Louis 


ral 
. 
wee 
de 
4 
4 
= 
Be. 


indigisol might yield better results and a 
further development involved the precipi- 
tation of silver nitrate with a saturated 
solution of calcium chloride. 

The first clinical tests of the silver 
nitrate-calcium chloride technic were di- 
rected by Younger*® who reported a re- 
duction in caries of about 80 per cent. 
The studies, however, were very limited 
from the viewpoint of experimental con- 
trol.? 

In 1947, Gottlieb indicated that he was 
investigating the value of impregnation 
with a solution of zinc chloride followed 
by potassium ferrocyanide.* This rapidly 
developed into his technic of choice and 
became the subject of clinical trial by 
Gottlieb’s colleagues*® in Texas and, 
more recently, by a British investigator.’ 

It is not the purpose of this paper to 
review these initial studies individually in 
critical detail. However, it may be per- 
tinent to state some of the basic principles 
which should be followed in any well 
controlled study. 

First, it should be borne in mind that 
the object of this type of study is to obtain 
information from a limited number of 
cases which will apply to a larger, general 
population or segment of that population. 
It is, therefore, essential that the group 
included in the study be large enough to 
constitute a representative sample. Fur- 
ther, the experimental and control groups 
within the study, as nearly as possible, 
must be comparable in all respects, dif- 
fering only in the matter of treatment.* 
Among the many factors related to dental 
caries experience are age, sex, race, hered- 
ity, dietary habits and economic status. 
In conducting clinical studies of den- 
tal caries the investigator is offered 
the unique possibility of controlling these 
variables by applying the treatment under 
study to two mouth quadrants using the 
other two quadrants as control. 

A second major consideration on which 
the significance of the ultimate results de- 
pends is the provision that the same type 
of examination be applied to the teeth 


438 * THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


in both control and experimental groups. 
In this connection, the study should be so 
designed that the examiner is not aware 
of whether he is examining treated or un- 
treated teeth. Otherwise, the investiga- 
tion is subject to criticism on the basis of 
possible unconscious bias on the part of 
the examiner. 

With these principles in mind, a plan 
was drawn up by the New York State 
Department of Health in December 1948 
to study the efficacy of the caries prophy- 
lactic technic of impregnation of tooth 
enamel with zinc chloride and potassium 
ferrocyanide. The study included 179 
children representing the seventh and 
eighth grades in one Albany and one 
Schenectady school at the junior high 
school level with an age range of 12 to 15 
years, inclusive. 

In planning the mechanics of this in- 
vestigation, it was decided to treat the 
teeth on one side of the mouth in each 
child and use the teeth on the other side 
as the control. On this basis the following 
procedure was employed: 


1. All children in the eligible age 
group at the two schools were investigated 
to determine whether they had received 
topical fluoride applications or used am- 
moniated dentifrices. Those who had 
were not included in this study. 

2. The subjects were requested to 
climinate sweets from their diet during 
the day preceding treatment. 

3. The subjects initially received a 
thorough dental cleaning by a dental 
hygienist. 


3. Younger, H. B., Clinical results of caries proohy 
laxis by impregnation. Texas D. J. 67:96 (March) 1949 

4. Crawford, H. M., Clinical results of impreaqnation 
Texas D. J. 67:52 (Feb.) 1949 

5. Gillard, H. F.: Boelsche, R. A 
G., Clinical report on caries control. J. 
D. Soc. 21:2 (March) 1949 

Kalmans, A.. and Burgess 
D. Soc., April, 1949. 

7. Toller, J. R.. Repert on caries control. Brit. D. J. 
88:172 (April) 1950. 

Luykx, H. M Progress 
J.A.M.A. 1415195 (Sept. 17) 1949 
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4. The cleaning was followed immedi- 
ately by a dental examination performed 
by a dentist using mouth mirror and sharp 
explorer under good light. The results of 
this examination were dictated to a 
recorder who made the entries on a 
specially designed examination form. 
After performing this clinical examina- 
tion, the dentist took six bite-wing roent- 
genograms for each child. 

5. Only after the clinical examination 
had been completed did the recorder in- 
dicate to the examining dentist which 
side of the mouth was to be treated. The 
recorder made this decision so that an 
equal number of right and left sides were 
included in the treated group. 

6. The examining dentist then per- 
formed the impregnation technic on the 
indicated side. 

7. Roentgenograms were diagnosed by 
the examining dentist and the observa- 
tions were added to the original record 
form. 

8. Re-examinations were performed 
one year later. All re-examinations were 
preceded by thorough tooth cleaning, and 
involved the same procedure as at the 
first examination including another series 
of bite-wing roentgenograms. The exam- 
ining dentist had no access to the original 
records so that he was not aware of which 
teeth had been treated. The original ex- 
amination and impregnation treatment at 
the Albany school were made by a de- 
partment staff senior dentist and the 
initial examinations and treatment at the 
Schenectady school and all of the re- 
examinations at both schools were made 
by one of the authors. 

To help assure that applications were 
performed according to the technic 
advocated by Dr. Gottlieb, one of his col- 
leagues acted as consultant at the initia- 
tion of the study. Furthermore, the solu- 
tions employed were those recommended 
by the same consultant. 

After thorough tooth cleaning and pol- 
ishing, the following technic was em- 
ployed for each quadrant to be treated: 


1. The teeth were isolated with a 
rubber dam. 

2. They were then dried with com- 
pressed air, cleaned with benzene to re- 
move any debris and then dried once 
more. 

3. A cotton pellet was dipped into a 
Dappen dish containing a few drops of 
40 per cent zinc chloride in aqueous 
solution combined with | per cent of a 
wetting agent (polyoxyalkylene sorbitan 
monolaurate). After the excess solution 
was drained off the pellet, the isolated 
teeth were painted by rubbing the pellet 
along each surface. To assure maximum 
penetration an unwaxed strip of dental 
tape was dipped into the zinc chloride 
solution and worked past the contact 
points along each proximal surface. One 
minute was allowed for impregnation. 

4. Using much the same technic, a 
pellet saturated with a 20 per cent aque- 
ous solution of potassium ferrocyanide 
(also combined with 1 per cent polyoxy- 
alkylene sorbitan monolaurate) was 
rubbed vigorously over cach tooth surface 
to produce a copious, curdy precipitate. 
Here, too, unwaxed dental tape was used 
to carry the solution interproximally. 
Again, at least one minute was allowed 
for the fullest reaction. 

5. The procedure of impregnation just 
outlined was repeated two more times so 
that each tooth received a triple impreg- 
nation. 

6. Following this triple impregnation, 
a 10 per cent aqueous silver nitrate solu- 
tion with | per cent of the wetting agent 
was applied to the posterior teeth with 
a cotton pellet. 

Although 205 children were initially 
included in the study, this report is based 
on the 179 cases available for re-exami- 
nation after one year. 


OBSERVATIONS 


The need for quantitative expression of 
caries experience has resulted in the de- 
velopment of various indexes. For the 
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Fig. 1 * Caries incidence for treated and un- 
treated upper teeth, lower teeth and all teeth 


first analysis presented in this paper, the 
caries incidence rate is derived by divid- 
ing the number of new carious permanent 
teeth by the number of caries-free per- 
| manent teeth at the first examination. 
Only teeth fully erupted at the first ex- 
amination were included in the study 
group. Teeth whose height of contour 

was exposed were considered erupted. 
Figure | indicates the caries incidence 
for treated and untreated upper teeth, 
lower teeth and all teeth. Among upper 
teeth, the caries incidence was 28.8 per 
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Table 1} * Caries incidence for untreated and treated individual upper permanent teeth 


Untreated teeth 


Type of tooth Caries- New 
free carious 
teeth? teeth? 


Central incisor 122 15 
Lateral incisor | 118 15 
Cuspid 122 16 
First bicuspid | 9 53 
Second bicuspid | 94 | 50 
First molar 22 16 
Second molar 17 12 
All upper teeth 614 177 


All teeth 1378 309 


cent for untreated teeth and,24.8 per cent 
for treated teeth. The caries incidence 
among lower teeth was 17.3 per cent for 
untreated and 17.5 per cent for treated 
teeth. Combining upper and lower teeth, 
the caries incidence was 22.4 per cent for 
untreated teeth and 20.7 per cent for 
treated teeth. It is noted that the differ- 
ence in caries incidence between un- 
treated and treated teeth is small. ‘ 

Table 1 includes the data on caries 
incidence for untreated and treated in- 
dividual upper permanent teeth. Few 
caries-free first and second molars were 
available so that observations on these 
teeth have limited significance. In gen- 
eral, it may be stated that observed dif- 
ferences are small. 

A similar presentation of the data on 
individual lower permanent teeth is 
offered in Table 2. The low number of 
first and second molars is again cited. 
The negative caries incidence among un- 
treated lateral incisors warrants explana- 
tion. It is owing to one specific tooth 
which was diagnosed from a roentgeno- 
gram as carious at the first examination, 
but caries-free at the second examination. 

With regard to individual upper and 
lower permanent teeth, differences in 


Treated teeth! 


| Caries- Per cent 


Per cent New 
new carious free corious | new carious 
teeth? | teeth? teeth 


12.3 116 9.5 
127 120 15 12.5 

13.1 117 9 77 ‘ 
44.5 106 38 35.8 

53.2 | 95 51 53.7 

727 2) 12 57.1 

70.6 10 | 9 90.0 

28.8 585 | 145 24.8 

22.4 | 1324} 274 


2. At first examination, 1949. 
3. Between examinations: |949-1950 


|. Treated with zinc chloride and potassium ferrocyanide. 
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| Untreated teeth 


Type of tooth Caries- New 
free | carious 
| teeth? | teeth? 

Central incisor 161 1 
lateral incisor | 167 —1 
Cupid 164 2 
First bicuspid | 140 50 
Second bicuspid | 99 57 
First molar | 18 | 12 
Second molar 15 W 
All lower teeth 764 132 
All teeth 1378 | 309 


2. At first examination, 1949. 
3. Between examinations: 1949-1950. 


caries incidence are small and do not con- 
sistently favor treated or untreated teeth. 

The foregoing analysis, limited to new 
carious teeth, has not taken into consider- 
ation all the new carious lesions. A study 
of caries incidence by surface is, there- 
fore, indicated. 

Figure 2 represents the over-all findings 
which indicate that the caries incidence 
among upper tooth surfaces was 9.1 per 
cent on the untreated sides and 8.5 per 
cent on the treated sides. Among lower 
tooth surfaces, the incidence was 6.5 per 
cent on the untreated sides and 6.3 per 
cent on the treated sides. The caries in- 
cidence for all untreated surfaces was 7.8 
per cent, for all treated surfaces 7.4 per 
cent. 

Table 3 presents the data on caries 
incidence among the surfaces of un- 
treated and treated individual upper per- 
manent teeth. 

Table 4 presents similar data on caries 
incidence among lower tooth surfaces. 
The negative incidence among untreated 
central incisor surfaces is explained by 
two surfaces diagnosed as carious on 
initial roentgenographic examination and 
noncarious at the second examination. 
The data on tooth surfaces again dem- 


AST—BUSHEL—CHASE . 


Table 2 * Caries incidence for untreated and treated lower permanent teeth 
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1. Treated with zinc chloride and potassium ferrocyanide 
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Treated teeth! 


Per cent Caries- New Per cent 
new carious free carious new carious 
teeth teeth? teeth? teeth 
0.6 160 3 19 
—0.6 165 | 0 0.0 
1.2 169 24 
35.7 126 48 38.1 
57.6 94 55 58.5 
66.7 16 VW 68.8 
73.3 9 8 88.9 
17.3 739 129 17.5 
22.4 1324 | 274 20.7 
| 


onstrate small differences in caries inci- 
dence with no consistent pattern favoring 
either treated or untreated sides. 

An additional analysis was made to 
determine the contribution of the roent- 
genograms in detecting lesions which 
went undetected on clinical examination. 
Among untreated teeth, roentgenographic 
diagnosis resulted in a 27.9 per cent in- 
crease over the number of lesions detected 
through clinical examination alone. For 
treated teeth, the increase was 29.6 per 
cent. The fact that the roentgenographic 
diagnosis resulted in substantially equal 
findings among untreated and treated 
teeth suggests that there was no signifi- 


10 (Untreated [ZZ] Treated 


Per cent caries incidence 


Upper surfaces Lower surfoces surfaces 
Caries-free | 
surfaces at » 4592 4387 4778 4672 9370 9059 
first exam. | 


Fig. 2 * Over-all findings of caries incidence 
of tooth surfaces of treated and untreated sides 
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Table 3 * Caries incidence of surfaces of untreated and treated upper permanent teeth 


Untreated surfaces Treated surfaces! 


Type of tooth Caries- New | Per cent Caries- New Per cent 
| free carious new carious free carious new carious 
surfaces* | surfaces’ | surfaces surfaces* surfaces*® surfaces 
Central incisor 27 803s 20 2.5 
Lateral incisor | 7 {| 2 | 35 | eo | 21 26 
Cuspid 665 16 24 654 15 2.3 
First bicuspid 7% | 96 12.1 | 764 83 10.9 
Second bicuspid | 722 106 | 147 | 704 | 103 14.6 - 
First molar $11 | 15 } 22.5 | 49) | 104 21.2 
Second molar | 2 =| 103 | | 27 167 
All upper surfaces 4588 417 9.1 | 4387 373 8.5 
All surfaces 9366 726 78 9059 667 74 


|. Treated with zinc chloride and potassium ferrocyanide 
2. At first examination, 1949. 
3. 1949-1950 


Between examinations 


Table 4° Caries incidence of surfaces of untreated and treated lower permanent teeth 


Untreated surfaces Treated surfaces! 


i 


Type of tooth | Caries- New | Per cent Caries- | New Per cent 
free carious | new carious free carious new carious 
| | surfaces* | surfaces? surfaces surfaces? | surfaces? surfaces 
Central incisor 869 —2 | —02 | 862 3 | 0.3 
Lateral incisor 880 1 0.1 878 | 2 0.2 
Cuspid | 840 4 0.5 853 | 4 | 0.5 
First bicuspid 803 73 9.1 776 67 8.6 
Second bicuspid 715 122 17.1 690 123 | 17.8 
First molar 390 75 19.2 386i 76 19.7 
Second molar 281 | 36 12.8 227 | 19 } 8.4 
All lower surfaces 4778 309 6.5 4672 294 | 6.3 
Al! surfaces 9366 726 78 9059 667 7.4 


1. Treated with zinc chloride and potassium ferrocyanide 
2. At first examination, 1949. 
3. Between examinations: 


cant qualitative difference in the type of | derived from the impregnation of tooth 
caries produced. enamel with zinc chloride and potassium 
ferrocyanide in children age 12 to 15 
following the technic recommended by 
The foregoing data suggest that no ap- the sponsors of this new concept of caries 
preciable caries prophylactic effect is prophylaxis. 


CONCLUSION 
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Principles of cavity preparation 


in crown and bridge prosthesis 


II. The three-quarter crown 


The three-quarter or partial veneer 
crown is probably used more than any 
other abutment. It can be utilized on any 
tooth where, in the judgment of the 
dentist, this type of abutment will meet 
the retentive and esthetic requirements. 
The three-quarter crown is usually not 
indicated on second and third molars 
because of their shape and position. Be- 
cause of its low and _ poorly-developed 
distal marginal ridge, the upper second 
molar is not ideally shaped for this type 
of abutment. This distal contour adds to 
the difficulty of making a sufficiently 
long distal groove. The shape of the 
lower second molar is not conducive to 
success with a three-quarter crown. The 
lower first bicuspid presents problems of 
retention because of its shape, although 
variations in the preparation make its 
use possible in selected cases. The prepara- 
tion is an ideal abutment for anterior 
teeth because, as Peterka' said, “It 
can be made sufficiently retentive, re- 
storative in function and esthetics, it 
renders immunity to further caries and 
preserves the health of the investing tis- 
sues. The abutment can be prepared by 
conservative cutting without endangering 
the tooth vitality.” 

Shortly after World War I, I was in- 
structed in the preparation of this abut- 


Lewis W. Thom, D.D.S., Minneapolis 


ment by Dr. E. T. Tinker.* Since that 
time many variations of this preparation 
have been introduced in an attempt to 
adapt it to the indirect method when 
modeling compound was used as an im- 
pression material, and to attempt to 
simplify and speed up the technic of 
preparation. I have tried most of these 
variations. In doing so, I have occa- 
sionally sacrificed cither strength or good 
margins and in many instances the es- 
thetic quality has also been diminished 
with such preparations. After this experi- 
ence, I am convinced that the three- 
quarter preparation as Dr. Tinker taught 
it meets the needs for strength, ability to 
produce margins and contour and es- 
thetic appearance better than any other 
similar preparation. 


This is the second of three installments of a paper 
read before the Partial Denture Section, ninetieth 
annual session of the American Dental Association, San 
Fran October 19, 1949. 

The slides from which the illustrations are made 
are the property of the University of Minnesota. Many 
of them are copies of Dr. E. T. Tinker's original slides, 

me were developed by the Crown and Bridge staff 
Schoo! of Dentistry, University of Minnesota, under the 
leadership of Dr. Amos Wells, and others were made by 
present members of the staf. 


1. Peterka, C A modern three-quarter crown 


harles 
J.A.D.A. 27:1175 (Aug.) 1940 
2. Tinker, E. T.. Fixed bridge-work. J.N.D.A. 7579 
(July) 1920 
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PROCEDURE 


Figure 1A shows the retention grooves 
correctly made in relation to the lines of 
stress. Note that the groove is nearly 
parallel to the labia! plate and that it is 
also parallel to that portion of the lingual 
wall which lies between the gingival and 
the cingulum. 

The mesial and distal surfaces are re- 
duced with a 7/8 safe-sided carborundum 
or diamond disk at the expense of the 
lingual surface with a slight cervicoincisal 
convergence terminating just below the 
crest of the gingiva (Fig. 1B). Separation 
may be used or a narrow steel disk em- 
ployed when a minimum of gold display 
in the labial is desired. 

Figure 1C shows the correct position 
of the disk on the left and the incorrect 
position on the right when making the 
initial cut. Note the position of the disk 
with reference to the line drawn through 
the center of the tooth. If these two in- 
itial cuts are made incorrectly, the prep- 
aration is damaged. If the disk is posi- 
tioned to cut excessively on the labial, 
the preparation will display too much 
metal, and it will be difficult to place the 
grooves in their proper position. Under- 
cuts may also be created which will be 
difficult to remove. The mesial and distal 
diameter of the tooth is reduced slightly 
to insure an esthetic result. It may also be 
stated here that display of gold is not 
indicative of the strength of the prepara- 
tion. 

The lingual surface is reduced usually 
about 1 mm. or sufficiently to permit the 
introduction of enough metal in the re- 
tainer to carry the span of prosthesis. The 
cutting extends from the height of the 
cingulum to the incisal edge and is ex- 
ecuted with a carborundum or diamond 
wheel % inch in diameter (Fig. 1D). 
The incisal bevel is made at the expense 
of the lingual surface terminating at the 
junction of the labial and incisal planes. 
It is made with the same stone as the 
previous step. A common fault is the 


444 « THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


shortening or the elimination of this 
bevel, thus making it impossible to carry 
out the next step in the procedure. An- 
other error is often made by removing 
too much of the cingulum. 

Fig. 1E is the lingual view of the first 
four cuts in the making of the prepara- 
tion: (A and B) the mesial and distal 
cuts; (C) the removal of the lingual 
enamel to the height of the cingulum; 
(D) the incisal treatment. 

The incisal step is cut with an inverted 
cone stone about 2 mm. in diameter (Fig. 
IF). The angle (acute if possible) created 
by the formation of the step or groove 
must be in dentin. The step is actually 
the top or crossbar of the retentive staple 
to be completed. Correct placement elim- 
inates weakening the labial plate of 
enamel. The original cut of the incisal 
area created a bevel at the cavo-surface 
angle, and, when using the inverted cone 
stone, this bevel should be preserved. The 
step should be about 2 to 3 mm. in length 
from the incisal margin to the bottom of 
the groove. This figure also shows the two 
initial cuts from the mesial or distal 
aspect. Note the position of the labial and 
gingival outline. 

Figure 1G shows the incisal groove 
ending in dentin and placed in the proper 
relationship to the labial and lingual 
enamel plates. It also shows the position 
of the incisal margin placed just labial 
to the incisal edge of the tooth, but on 
the down slope of the labial surface in a 
place where it will be inconspicuous. 

The mesial and distal retention forms 
(axial proximal grooves) are the keynote 
of retention; however, their execution is 
most difficult and demands precision. 
They form the two sides of the staple and, 
joined with the incisal groove, create a 
lock which has proved, if properly made, 
to be satisfactory in bridge construction. 
They are started at the mesial and distal 
ends of the incisal step with a no. 700 or 
701 fissure bur, directed gingivally to 
terminate just below the free margin and 
extend into the dentin the full diameter 
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Fig. 1 * A: Retention grooves correctly made in relation to the lines of stress. B: 
Mesial and distal surfaces. C: Correct position of disk at left; incorrect position at 
right. D: —— of the incisal edge. E: Lingual view showing the first four cuts. 


F: Incisal step Incisal groove ends in dentin. H: Grooves should be parallel with 
the labial contour. I; Krause files complete the grooves 
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of the bur (about 1 mm.). These grooves 
are in the same plane labiolingually, con- 
verging slightly toward the incisal mesio- 
distally. Placement must be as near the 
labial margin as possible but without 
undermining the labial axial plate of 
enamel. In the anterior teeth, especially 
central incisors, these grooves should be 
made approximately parallel with the 
labial contour (Fig. 1H). Parallelism 
with other abutment teeth must be co- 
ordinated. 

The Krause files are instruments 
shaped to complete the mesial and distal 
grooves. Figure 1I shows how one is 
placed. 

As the location of the teeth moves 
further from the median line, the di- 
rection of these grooves moves to a more 
parallel direction to the long axis of the 
teeth so that the grooves in the bicuspid 
and molar area are parallel to the long 
axis of these teeth. The lateral incisors 
and cuspids have grooves which are a 
compromise between those in the central 
incisors and bicuspids. This change or 
transition is slight but worthy of notice. 

The two preparations shown in Figure 
2A are an interesting comparative study. 
The grooves in the tooth on the right are 
5.5 mm. long as compared with 3.5 mm. 
in the tooth on the left. The gingival 
length from mesiolabiogingival to disto- 
labiogingival is 12.5 mm. in the tooth on 
the right and 10 mm. in the tooth on the 
left. Obviously, the right-hand prepara- 
tion is the stronger. 

The lingual ends of the initial mesial 
and distal cuts are now united at the 
gingival with an inverted cone diamond 
stone with cutting grit only on the face 
(Fig. 2B). As much of the cingulum 
should be preserved as possible and the 
preparation should be extended so that 
its gingival margin is a millimeter below 
the gingival crest. 

The grooves and lingual wall of the 
cingulum should be as nearly parallel as 
possible (Fig. 2C). 

The V-shaped area left by the first 
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mesial and distal cut and the groove is 
removed with a tapering fissure bur hav- 
ing a beveled end (Fig. 2D), so that the 
finishing line at the gingival, which 
should be a chamfered edge or margin, 
will be the same from mesial to distal. 

Figure 2E is the incisal view of the 
preparation. Note the slight taper of the 
cavity form from gingival to incisal. The 
outside line from mesial to distal around 
the preparation is the gingival and the 
inside line represents the area nearer the 
incisal. 

Figure 2F is the lingual view of the 
preparation. Lines a show the direction 
of the grooves and lines b show the di- 
rection of the lingual portion of the 
preparation. 

These preparations must be made so 
that the alloys used will be heavy enough 
around the staple from mesial to distal 
and from groove to groove around the 
lingual to prevent bending under the 
stress it will be required to bear. In other 
words, four points of retentive strength 
of this preparation should be noted: (1) 
the staple formed by the mesial, distal 
and incisal grooves; (2) the retention of 
the cingulum wherever possible: (3) the 
length of the segment of the circle around 
the gingival from mesial to distal; (4) a 
chamfered gingival margin. 

Compromises are often made in these 
requirements when harder alloys are 
used. This is where the dentist often 
fails to create the retainer which will not 
bend or loosen under stress. 

Tapering teeth and those that are thin 
labiolingually can be used with modifi- 
cations. Tapering teeth which are thin 
labiolingually have either a compromised 
or no incisal step. In these cases, addi- 
tional anchorage may be obtained by in- 
serting a post in the lingual surface just 
above the gingival margin. This is at- 
tained by the use of a platinum pin, gage 
19 or 20, placed on the lingual surface 
at a point of fusion of the mesial and dis- 
tal margins to the depth of about 2 mm. 
This retention may also be made a little 
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Fig. 2 * Further views of cavity preparation of an incisor tooth for a three-quarter 


crown as described in the text 


larger and incorporated in the casting. 
Wherever a compromise has been made 
in the incisal groove, it should be re- 
membered that enough thickness of the 
retainer in this area must be provided to 
prevent the bending of the restoration 
under stress. 

Occasionally teeth are utilized for 
bridge abutments which have cavities or 
old restorations on the proximal surfaces. 
In these cases the box form retention is 
used instead of the groove. 

The procedure outlined produces a 
partial veneer crown preparation on the 
anterior teeth which has maximum re- 
tention with a minimum loss of tooth 
structure. As stated previously, it pre- 
serves tooth vitality, gives pleasing esthetic 


results, helps maintain immunity against 
caries and insures healthy surrounding 
tissues. 

The preparation for a partial veneer 
crown on the bicuspids and first molars is 
prepared similarly to the anterior prepa- 
ration. The important point of difference 
is that the direction of the mesial and 
distal grooves in the bicuspid and molar 
are parallel to the long axis of the tooth 
instead of directing the grooves parallel 
with the labial contour as is done in the 
incisors. 

The illustrations in Figure 3 show the 
technic of preparation on an upper bicus- 
pid. Basically, this technic is the same for 
the first molar. 

The mesial and distal cuts are again 
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made with a 7/8 carborundum or dia- 
mond safe-sided disk. The disk is so 
placed that the bulk of the cutting will 
be done at the expense of the lingual. The 
positioning of the disk in this manner 
eliminates excessive display of gold on the 
buccal and yet brings the margin out to 
a self-cleansing area. The cut should end 
below the free gum margin (Fig. 3A). 
The lingual surface from the occlusal 
to the gum line is reduced with a car- 
borundum or diamond wheel 4 inch in 
diameter. An inverted cone diamond 
stone with grit only on the face (see Fig. 
2B) is used to unite the mesial and distal 


cuts beneath the gum. This inverted cone 
also creates the gingival chamfered mar- 
gin below the gum (Fig. 3B). 

The occlusal is reduced with conven- 
iently shaped stones so that a plane is 
prepared for a sufficiently thick retainer. 
The buccal margin on this surface is 
carried well up on the buccal cusp or ex- 
tended to the height of contour (Fig. 3C). 
This is done to prevent the cusp of the 
antagonizing tooth from hitting the mar- 
gin directly. Also, the enamel surface is 
smooth on the higher surfaces of the 
cusps, insuring a better margin. 

The mesial and distal grooves are made 


Fig. 3 + These illustrations show the technic of preparation on an upper bicuspid for 
a three-quarter crown. Basically, this technic is the same for the first molar 
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the same as those in the anterior teeth 
but larger and parallel to the long axis 
of the tooth (Fig. 3D). 

Many dentists use the box form cavity 
in their bicuspid preparations. It offers 
additional retention but requires more 
and deeper cutting. This type of prepa- 
ration is indicated where cavities or res- 
torations exist in the occlusal and proxi- 
mal areas (Fig. 3E). 


COMMENTS 


These preparations which have been dis- 
cussed require considerable cutting with 
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Some physical properties of zinc oxide-eugenol 


impression pastes 
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either steel, diamond or carborundum 
disks and wheels. The cutting must be 
precise. Therefore, it is often necessary 
to use a local anesthetic so that the pa- 
tient’s discomfort will be minimized. 
Whether anesthetized or not, the prepa- 
ration should be done with a stream of 
luke-warm water. This prevents over- 
heating of the tooth and keeps the stones 
clean so that they will cut faster. Teeth 
traumatized by overheating often remain 
lame months after the restorations have 
been placed, and occasionally the pulp 
deteriorates from this abusive treatment. 


1546 Medical Arts Building 


The use of zinc oxide-cugenol compounds 
for the obtaining of impressions of eden- 
tulous mouths is constantly becoming 
more popular in dentistry, in spite of the 
fact that very little is known concerning 
the chemical reactions and _ physical 
properties of these materials. The present 
research is presented with the hope that 
other research workers will be stimulated 
to discover more about these interesting 
materials. 

The fundamental chemistry and the 
essential ingredients of the zinc oxide im- 
pression pastes are probably identical 
with those of the zinc oxide-eugenol 
cements. Zinc oxide, eugenol, rosin and 
an accelerator are apparently essential’ 
to a mixture of this type which will set 
in a reasonable time, and conform to the 


E. W. Skinner,* Ph.D.; E. N. Cooper,t B.S., and 
Ziehm,t D.D.S., M.S.D., Chicago 


desired clinical conditions of manipula- 
tion. In addition to those ingredients, the 
impression pastes probably contain a 
plasticizer or filler. Judging from the fact 
that some of these pastes soften when they 
are heated, after setting, the fillers are 


Owing to the unavoidable delay between the time the 
date presented were obtained and the time of pub- 
lication, the results presented may or oy not represent 
the physica! characteristics of the particular commercial 
product as it is marketed at present. 

*Professor of Physics, Northwestern University Dental 
School, Chicago. 

tinstructor, Northwestern University Dental 
Chicago. 

tPart of this paper is abstracted from a thesis sub- 
mitted by H. W. Ziehm in partial fulfilment of the re- 
quirements of the Graduate School of Northwestern 
University for the degree of Master of Science in Den- 
tistry 


1. Molnar, E. J., and Skinner, E. W., A study of zinc 
oxide-rosin cements. J.A.D.A. 29:744 (May) 1942. 
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Code 
Letter Trade Name 
All-Tec Impression Cream 
Coe-Flo Impression Cream 
Coe-Trans Impression Crean 
| Dr. Kelly's Impression Paste 
Getz-400 Impression Paste 
Iteco's Impression Cream 
Kerr Impression Paste 
Krex Impression Corrective 
Mizzy Tru-Ridge Impression Paste 
Opotow Impression Paste 
S. S. White Impression Paste 
Ackerman's Impression Cement (slow 
Ackerman’'s Impression Cement (fast) 
Co-Oral-lte Impression Material 
FacSimile Impression Cement 
Wondrpack 


often thermoplastic in character. For ex- 
ample, Lawrence* advocates the incorpo- 
ration of anhydrous adeps lanae or wool 
fat into the paste as a filler. 

It has been verified by many authori- 
ties*® that both the temperature and the 
humidity are likely to affect the setting 
time of these materials. It is usually con- 
ceded that the higher the temperature 
(within practical limits) and the humid- 
ity, the shorter the setting time will be. 
Many of the manufacturers’ directions 
advocate the addition of a small amount 
of water to the paste during mixing for 
the purpose of accelerating the set, al- 
though an excess of water may delay the 
setting time.* 

Very little information appears in the 
literature, however, in regard to other 
properties of these materials, such as 
plastic flow at various times and tem- 
peratures, and dimensional changes dur- 
ing and subsequent to setting. 


MATERIALS INVESTIGATED 


Seventeen commercial zinc oxide-cugenol 
impression pastes have been studied. The 
pastes are listed alphabetically in Table 
1 according to code letter and type of 
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Table 1 * Zinc oxide-eugenol impression pastes investigated 


Manufacturer or Distributor 


Coe Laboratories, Inc 

Coe laboratories, Inc 

Coe Laboratories, Inc 

Lee S. Smith and Son Mfg. Co 
The William Getz Corp. 

Iteco Dental Mfg. Co 

Kerr Manufacturing Co. 

Lee S. Smith and Son Mfg. Co 
Mizzy, Inc 

Opotow Dental Mfg. Corp 

S. S. White Dental Mfg. Co 
The Ackerman Dental Mfg. Co. 
The Ackerman Dental Mfg. Co. 
The Co-Oral-ite Dental Mfg. Co 
| Reliance Dental Mfg. Co. 
Westward Dental Products Co 


Zorite Zinc Oxy-Resinate Impression Cement) Harry J. Bosworth Co 


material. Materials A to K inclusive were 
dispensed in tubes; one tube contained 
the basic ingredients (zinc oxide) and 
the other tube contained the reacting 
chemical (eugenol). The ingredients of 
both tubes usually contained rosin. 

Impression pastes L to P inclusive, 
were dispensed as a powder and liquid, 
to be mixed together in much the same 
manner as the pastes in the tubes. All of 
the materials were purchased on the open 
market, and generally represent more 
than one batch of material. 

The pastes were tested at room tem- 
peratures in air, and at body temperature 
(37°C.) under water. The average tem- 
perature of the room was 25°C., and the 
average relative humidity was 38 per 
cent, except as otherwise noted. The 
directions of the manufacturer were fol- 
lowed in all cases in the proportioning 
and the mixing of the pastes. When the 


2. Lawrence, G. O. 
Den. 45:207 (Sept.) 1941. 

3. Cotter, S. W., Zinc oxide paste—an 
material. Illinois Den. Jour. 7:392 (Oct.) 1938 

4. Ross. R. A., Zinc oxide impression pastes. J.A.D.A. 
21:2029 (Nov.) 1934 

5. Trapozanne, V. R., Securing edentulous impressions 
with zine oxide-eugenol impression paste. J.A.D.A. 24 
1527 (Sept.) 1939 


Impression pastes. Australian J. 


impression 
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directions were not clear in this respect 
(materials L to P inclusive), the most 
favorable interpretations were made, 
and the conditions were standardized ac- 
cordingly. 

According to the claims of the manu- 
facturer of material O, this material is 
primarily intended as a surgical packing. 
Since it is also used occasionally as an 
impression paste, it has been included in 
the research. 


SETTING PROPERTIES 


After the particular paste had been 
mixed, it was transferred to a_ brass 
ring, 8 mm. in altitude and 16 mm. in 
diameter, resting on a glass plate. The 
consistency of the material was then 
tested with a Vicat needle every 30 sec- 
onds during rapid changes in the amount 
of penetration of the Vicat needle, and 
at one minute intervals at other times. 
The needle was allowed to rest on the 
surface of the paste each time for five 
seconds before a reading was taken. 
Three to five trials were made in this 
manner for cach material, both at room 
temperature and at body temperature. In 
the case of the tests at body temperature, 
the materials were allowed to set under 
water at 37°C.; it was thought that such 
a treatment more nearly approached 
clinical conditions. 

All of the data were plotted as shown 
in the Figure, which represents three 
tests made on one material. The vertical 
coordinate represents the observed pene- 
tration of the Vicat needle. The hori- 
zontal coordinate represents the time 
elapsing during observation. The follow- 
ing setting characteristics were deter- 
mined from the graphs: 


1. Manipulation Time * The manipula- 
tion time is defined as the time interval 
during which the Vicat needle penc- 
trated to the bottom of the specimen 
(8 mm.) ; the data for this property are 
presented in Table 2. 


8 
£ 
= 


TIME (min) 


Relative plasticity of a zinc oxide impression 
paste as indicated by the penetration of a 
Vicat needle during the setting period 


Obviously, sufficient time must be per- 


‘mitted for the spreading of the mixed 


material onto the impression tray, and 
its insertion in position in the mouth. It 
is interesting to note that the manipula- 
tion times at room temperature varied 
from two minutes (D and P) to 7.5 min- 
utes (A). The rather short manipulation 
time at room temperature in the case of 
materials N and P may perhaps be dis- 
counted because of the excessive relative 
humidity which existed during the test. 

In general, the manipulation times of 
the materials were definitely shortened 
when they were placed under water at 
37°C. Two exceptions to this statement 
are noteworthy: the manipulation time 
of material D was actually lengthened by 
the increase in temperature and moisture ; 
the manipulation time of material C was 
not changed. 


2. Setting Time * The setting time was 
determined as the time from the start of 
mixing to the time when the needle no 
longer penetrated the specimen, or when 
three identical values for the amount of 


~ 
Ve 
= 
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Table 2 * Manipulation time and setting time of zinc oxide-eugenol cements 


Setting time 
37°C 25°C. 37°C. 
(min) (min.) 


Manipulation time 


Material 
| 25°C 


| (min.) 


A 7.5 2.5 4.5 
rn 6.5 2.5 8.0 4.0 
Cc 5.0 5.0 95 7.5 
D 2.0 3.5 6.0 6.5 
E 5.0 4.0 7.5 5.5 
F 3.5 3.0 6.0 5.0 e 
G 5.0 3.5 8.0 6.0 
Me 4.0 3.5 6.0 5.5 
| 3.5 2.0 5.0 3.5 
J 6.0 45 8.0 6.5 
f K 7.0 6.0 10.0 9.0 
45 3.0 7.0 5.0 
M* 4.5 2.5 7.0 4.5 
N* 2.5 2.5 6.0 45 
4.0 2.5 6.0 4.0 
p* 2.0 1.5 4.5 3.0 


*Relative humidity for tests at 25°C. was 80 to 83 per cent 


of the pastes are excellent in this regard, 
particularly materials A and B. 


penetrations were obtained in succession 
after a rapid decrease in the amount of 
penetration. The setting time was ob- 
: tained both at room temperature and at 
mouth temperature, and the data are 
| presented in Table 2. 

At the time the material has set, the 

\ 


3. Hardness * Presumably, the paste 
should be hard and rigid at the time that 
it is removed from the mouth. Obviously 
such a condition is indicated (although 
not necessarily assured) when no pene- 
tration of the Vicat needle is observed 
when the material is tested at body tem- - 
perature. The data presented in Table 
3 under “Hardness” show the maximum 
hardness of the materials during the test 
as indicated by the minimum penetration 
of the Vicat needle. 

Materials A, B, G, I, K and P were 
harder at body temperature than at room 
temperature, and materials C, D, E, F, L 
and O were softer under the same condi- 
tions. The remainder of the materials 
showed no change in hardness regardless ° 
of the testing temperature. Only in the 
case of materials A, B, G, I and N was 
no penetration of the needle observed at 


tray presumably can be removed from 

the mouth; consequently, all muscle trim- 
| ming and other adjustments must be 
| completed before the time of set. As 
might be expected, all of the materials 
exhibited a shorter setting time under 
water at body temperature than at room 
temperature, with the exception of ma- 
terial D. The setting time of material 
D was slightly greater at body tempera- 
ture than at room temperature, 

It seems reasonable to assume that a 
setting time of three to five minutes at 
mouth temperature should be adequate 
for all adjustments. It is, of course, a 
decided advantage for an impression 
paste to exhibit a lengthy setting time at 


room temperature so that ample time 
may be had for preparation of the im- 
pression, and yet to set promptly after 
it has been placed in the mouth. Several 


body temperature. 


4. Rate of Setting + The rate of setting 
was computed according to the following 
formula: 


3 
| 
| 
¢ 
: 


Pm — Pl 

Tm — Ts 

where : 

Pm maximum penetration (8 mm.) 

Pl == minimum penetration (hardness, 
Table 3) 

Tm = manipulation time (Table 2) 

Ts = setting time (Table 2) 

R = rate of setting (mm./min.) 

The result is the average change in 
penetration in mm./min. as measured 
between the end of the manipulation time 
and the setting time; presumably this re- 
sult is also an indication of the rate of 
hardening. The difference between the re- 
sults obtained at room temperature and 
those observed at body temperature prob- 
ably indicate the susceptibility of the 
paste to the effect of high humidity and 
temperature. For example, according to 
the data in Table 3, the setting charac- 
teristics of materials A, B, F, H, I, J and 
K should not be greatly affected by 
changes in temperature and humidity, 
since the rate of setting at 37°C. under 
water did not increase appreciably over 
that at room temperature under similar 
conditions of the test in air. 
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Table 3 * Maximum hardness and rate of setting of zinc oxide-eugenol impression postes 


Hardness (Penetration) 


MIXING CONSISTENCY 


The consistency, or fluidity, of the im- 
pression pastes before setting, at the time 
the impression is being obtained, is of 
considerable importance in relation to 
the detail of the impression, and the 
placement, or, as often erroneously desig- 
nated, the “compression” of the tissues. 
The test used for this purpose was pat- 
terned after a similar test for zinc phos- 
phate cements devised at the National 
Bureau of Standards,® but it should be 
noted that the purpose of the test in the 
present instance is different from_ its 
original objective. Only eight representa- 
tive materials were tested in this and 
subsequent tests. 

In order to repeat the test with pre- 
cision, it was found necessary to measure 
with care the amount of the two orig- 
inal pastes to be mixed together. This 
was accomplished by forcing the pastes 
into a_ specially prepared graduated 
syringe; then the volumes were recorded 


6. Paffenbarger, G. C.; Sweeney, W. T., and Isaacs, 
A., Zine phosphate cements: physical properties and a 
specification. J.A.D.A. 21:1907 (Nov.) 1934. 


Rate of Setting 


Material j 
| 25°C. wc. | 2° | 37°C 
(mm.) (mm.) (mm. /min.) (mm. / min.) 

A 0.5 0.0 5.0 40 

B 0.5 0.0 5.0 5.3 

2.0 2.5 1.3 2.2 

D 0.5 1.0 1g 2.3 

E 2.0 2.5 24 3.7 

F 25 4.0 2.2 2.0 

G 0.5 0.0 2.5 3.2 

H 0.5 0.5 3.7 3.8 

J 

K 


*Relative humidity for tests at 25°C. was 80 to 83 per cent 


1.0 15 2.8 3.2 
2.0 2.0 24 3.0 
“4 N* 0.0 0.0 23 4.0 
o* 1.0 1.5 3.5 43 


in cubic centimeters. After both types 
of paste had been delivered to the mixing 
pad in the proper proportion, they were 
mixed in the usual manner, and the mix- 
ture was again packed into the barrel of 
a syringe which was set at one cubic 
centimeter. Consequently, the same vol- 
ume (1 cc.) of each mixed impression 
paste was delivered each time to a glass 
plate. Two minutes after the beginning 
of spatulation, a glass plate and a weight 
were placed on the mixed paste; their 
combined weight was 160 Gm. Ten min- 
utes from the beginning of spatulation, 
the consistency was obtained as the aver- 
age diameter of the slumped mass. The 
data are presented in Table 4. 

As can be noted from Table 4, the 
consistencies of the various impression 
pastes differ considerably. It is evident 
that pastes C and G will cause more 
placement of soft tissue than will paste D, 
for example. Pastes L and L’ are very 
fluid, and are probably intended for use 
in technics where impressions are to be 
obtained with little or no pressure on the 
soft tissues. 


FLOW 


Inasmuch as it is expected that impres- 
sion compound shall not flow more than 
six per cent at 37°C. when the flow is 
measured as the decrease in length of a 
cylindrical specimen 6 by 10 mm. under 


Table 4 « Consistency Test 


Zinc oxide-eugenol impression pastes, 25°C 
Consistency 


Materials 
(mm.) 
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Table 5 * Flow of 
pastes (37°C.) 


zinc oxide-eugenol impression 


Flow 


Material 
(per cent) 


a load of 2,000 Gm. applied for 10 min- 
utes,’ it was thought that these materials 
should also meet such a specification. 

In order to obtain equilibrium condi- 
tions, the specimens, prepared as nearly 
as possible in accordance with American 
Dental Association Specification No. 3,’ 
were allowed to stand 24 hours before 
testing. The flow was tested at 37°C. in 
accordance with the specification men- 
tioned. The results for seven of the ma- 
terials are presented in Table 5. Of the 
materials tested, only pastes C, E and H 
failed to meet the specification for flow 
of impression compound at 37°C. 


DIMENSIONAL CHANGE 


Tests were made on some of the mate- 
rials as to the dimensional changes which 
occurred during and subsequent to set- 
ting. For this purpose, a brass trough was 
constructed, six inches in length. The 
trough was lined with overlapped strips 
of waxed paper, five strips to the inch, 
in order to reduce any frictional hin- 
drance to the movement of the pastes 
during setting. The pastes were mixed as 
usual and extruded into the trough 
through a triangular orifice fastened to 
the open end of a specially constructed 
syringe. One end of the paste was fas- 


7. Sweeney, W. T., and Beall, J. R.. American Dental 


Association specification no. 3 for dental impression 
first revision—1939. J.A.D.A. 27:713 (May) 
! 


| 
Cc 22.6 
D 41.0 
E 34.2 
G 27.5 
H 33.7 4 
J 29.5 
52.6 


tened rigidly to one end of the trough 
and a metal marker was placed on the 
free end, approximately 76 mm. from 
the fixed end. The dimensional changes 
were observed with a measuring micro- 
scope equipped with a filar micrometer 
at the end of 30 minutes and 24 hours 
after a fiducial reading was obtained 
four minutes after the beginning of 
spatulation. 

The results of these experiments are 
presented in Table 6 as the percentage 
dimensional change at the end of 24 
hours, beginning four minutes after the 
beginning of spatulation. The dimen- 
sional change between the 30 minute ob- 
servation and 24 hours was negligible. 
Certainly, the dimensional changes ob- 
served in the cases of materials D, E, H 
and J are negligible. Apparently, these 
materials are stable dimensionally, but 
in a practical sense it should be noted 
that the materials are always used as 
“wash” impression materials, and the im- 
pressions can be no more stable than the 
preliminary or “snap” impressions, or the 
“custom built” tray, if it is employed. 


SUMMARY AND CONCLUSIONS 


A number of commercial zinc oxide- 
eugenol impression pastes have been 
tested for setting characteristics, consis- 
tency before setting, flow at 37°C. 
(99°F.) after an initial setting, and 
dimensional change during and after 
setting. The following facts and conclu- 
sions have been demonstrated by. the 
results obtained: 

1. The time for manipulation of the 
pastes in preparation for the obtaining 
of an impression varied from 2 to 7.5 
minutes at room temperature. 
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Table 6 * Dimensional change of zinc oxide- 
eugeno!l impression pastes (room temperature) 


Dimensional change 
(24 hours—per cent) 


Material 


8 


2. In general, the manipulation time 
was shortened with an increase in tem- 
perature and amount of moisture. 

3. With one exception, the setting times 
of the pastes were less at body tempera- 
ture than at room temperature. 

4. Some of the materials exhibited a 
greater surface hardness when they were 
allowed to set under water at body tem- 
perature, and others were softer under 
these conditions, in comparison to the 
surface hardness obtained at room tem- 
perature in air. 

5. The rate of setting of seven of the 
materials was not greatly affected by an 
increase in temperature and the presence 
of moisture. 

6. The mixing consistency of the vari- 
ous pastes varied considerably. 

7. Only three of the impression pastes 
tested for flow at 37°C. (99°F.), in ac- 
cordance with the American Dental Asso- 
ciation Specification No. 3, exhibited a 
greater plastic flow than that specified 
for impression compound. 

8. Seven of the materials were tested 
for dimensional change during and after 
setting. Four of the materials exhibited 
a negligible change during thjs period. 
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Front surface dental mirror 


The mouth mirror is one of the most 
important and widely used instruments 
of the dental armamentarium, yet it has 
received little recognition in the profes- 
sional literature. 

Many dental procedures require the 
use of a mirror, either as a reflector of 
light to a region, or as a viewing device 
to permit inspection of an area not ac- 
cessible to direct vision. In the latter 
application the dental mouth mirror must 
have optical properties of the highest 
order if it is to provide a clear and 
undistorted image of the field. Because 
of their inherent optical properties, the 
mouth mirrors now available to the pro- 
fession cannot do this (Fig. 1). 

A mirror which has its reflecting sur- 
face at the first or front surface (in re- 
spect to the path of light) is termed a 
first surface or front surface mirror. The 
earliest mirrors of highly polished bronze 
were first or front surface mirrors. 

A mirror which has its reflecting sur- 
face at the second or back surface (in 
respect to the path of light) is termed 
a second surface or back surface mirror. 
Most of the common mirrors in use 
today, including dental mirrors, are sec- 
ond surface mirrors. 

A careful inspection of the image from 
an ordinary or second surface mirror will 
reveal secondary or “ghost” images, as 
in Figure 1, left. They are usually of 
lesser intensity than the principal image 
but definitely visible. Holding the edge 


Robert ]. Nelsen, D.D.S., Washington, D.C. 
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of a paper about a quarter of an inch 
from a plate glass mirror will demon- 
strate these ghost images. Also, looking 
at the reflection of an explorer point in 
the ordinary mouth mirror will show a 
double image of the point. In many in- 
stances the ghost images may be subdued 
and cause little confusion with the prin- 
cipal image. Generally most dentists 
either are not aware of these secondary 
images or automatically disregard them. 
However, when a conventional mirror 
is held at a certain angle, in respect to 
the light source, the intensity of the ghost 
images equals that of the principal image 
and a confusion of detail results. The 
thinner the glass used, the more the 
reflections approximate one another and 
the less apparent they become (Fig. 2). 


THE RHODIUM MIRROR 


The advantages in using a mirror which 
produces a single image are obvious. 
Until recently there has been no durable 
reflecting surface that could be used 
clinically as a first surface or single image 
mouth mirror. Holden’ describes a mouth 
mirror using a chromium plated metal 
blank as the reflecting surface. The opti- 
cal qualities of chrome plated metals are 


Research Associate, National Bureau of Standards 
Washington, 0. C 


1. Holden, U.S. Patent No. 1.722.748 
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questionable, especially if the mirror is 
to be used as a viewing device in dental 
procedures where high definition of de- 
tail is required. 

First surface mirrors of high reflec- 
tivity and chemical stability and with 
abrasion resistance equal to that of opti- 
cal glass have been used successfully as 
dental mouth mirrors for six months. 
These mirrors were made of rhodium 
plated glass blanks’ fitted by hand into 
a mirror backing from which the conven- 
tional mirror had been removed. These 
mirrors were used in routine dental pro- 
cedures and showed no evidence of fog- 
ging or excessive scratching of the sur- 
face. These mirrors were sterilized in 
1:1,000 solution of Zephiran Chloride in 
the same manner as the usual dental 
hand instruments. 


‘ 
OF 
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Even though the corrosion resistance 
of rhodium is exceptionally high,* the 
mirrors were subjected to laboratory tests. 
They successfully passed the boil test 
for mirrors as outlined in Section F-3a 
of the Federal Specification for Mouth 
Mirrors.* Also, the rhodium mirrors were 
placed in contact with instruments of 
stainless steel, carbon steel and chromium 
plated nickel silver, and were boiled for 
72 hours in tap water. None showed any 
evidence of surface blemish on inspec- 
tion with a hand lens. 


2. Furnished by Kerr Manufacturing Company, De- 
troit, Michigan. 

3. Wise, E. M., The Platinum Metals and Their Alloys, 
p. 49. The International Nickel Company. 

4. Federal Specification GG-M-43!, September 9, 
1946, United States Printing Office. 
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Fig. 1 + Left: Multiple reflections in a conventional mirror. The same confusion of 
detail occurs in the reflections from a conventional mouth mirror. Right: Single, clear 


image produced by the first surface rhodium mirror 
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FIRST MIRROR 


Fig. 2 + A, B and C are second surface mirrors in which the ray of light striking the first 
surface of glass is partly reflected to R and partly bent into the glass to be reflected from the 


silvered backing at R'. The ray then proceeds back out of the glass and appears as the principal 
image at R*. In a conventional mirror having the principal reflection surface on the second or 


back surface, the distance between the principal image, R’, 


and the ghost image, R, is a function 


of the thickness of glass. It is for this reason that mouth mirrors are made of as thin a glass as 
possible. D shows the single image produced when the metal reflecting surface is on the first 


or front surface 


Mirrors placed in a 1:1,000 solution 
of Zephiran Chloride at room tempera- 
ture for one week showed no apparent 
corrosion or loss of reflectivity when in- 
spected with a hand lens. 

Tests were made of the mirror surface 
for possible corrosive action by the vari- 
ous materials used in dental procedures. 
These are listed in Table 1. Three uncut 
mirror blanks approximately 2 by 934 by 


procedures 


Material 


Chromic acid 7 

Metaphen (tincture) 

Benzoin (tincture) 

Phenol 

lodine (tincture) 

Eugenol 

Hydrochloric acid 30 

Hydrochloric acid 18 

Sulphuric acid dilute 

Ammoniated silver nitrate 
Trichloracetic acid 

Amalgam excess mercury 

Zinc phosphate cement (S. S. White) 
Zine phosphate liquid (S. S. White) 
Silicate cement liquid (S. S. White) 
Silicate cement (S. S. White) 
Dental mercury 


Table 1 * Tests made of the mirror surface for possible corrosive action by the various materials used in dental 


‘4 inches were used. A pellet of cotton 
wool about % inch in diameter was satu- 
rated with the test liquid and placed on 
the mirror surface. Each cotton pellet 
was covered with a Dappen dish, the 
edges of which were coated with petro- 
latum to prevent evaporation of the 
liquid. The amalgam, the silicate cement 
and the zinc phosphate cement were 
placed on the mirror surface in a thin 


Effect on mirror 
surface 


Hours in contact with 
mirror surface 


358 None 
358 None 
358 None 
358 None 
358 None 
358 None 
358 None 
358 None 
358 None 
353 None 
358 None 
342 None 
342 None 
342 None 
342 None 
342 None 
342 Dulled surface 
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Table 2 * Percentage of nommely incident light rofected by the two types of mirrors 


Wave length 


mix and each covered with a Dappen 
dish. The dental mercury was held in 
intimate contact with the mirror by seal- 
ing it under cellophane tape. 

At the conclusion of the test (approxi- 
mately two weeks) only the dental mer- 
cury had caused a dulling of the surface 
of the mirror. The likelihood of mercury 
remaining on the surface of the mirror 


Silver backed glass 


Rhodium surface 
mirror® 


for any length of time during clinical 
usage is very remote. None of the other 
tests affected the surface of the mirror 
in a manner that could be seen when 
examined with a hand lens. 


5. Hodgman, C. D., Handbook of Chemistry and 
Physics, ed. 30. Chemical Rubber Publishing Company. 

6. Coblentz, W. W., and Stair, R. Res. Bur 
Stes. 22:93, 1939. 
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Fig. 3 + Left: Image of cavity preparation shows the ghost image, X, produced by a 


second surface mirror. Right: 
reflection obtained from a first 


Image of cavity preparation shows the single, clear 
surface mirror 
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OPTICAL PROPERTIES 


The optical qualities of the rhodium 
mirrors are of the highest order. The 
specular reflectivity of these mirrors com- 
pares favorably with that of the silver 
backed glass which is used in the con- 
ventional dental mirror. The percentage 
of normally incident light reflected by 
the two types ofemirrors is given in Table 
2. Rhodium mirrors identical with those 
used in this investigation are used rou- 
tinely in optical mechanisms such as pe- 
riscopes, range finders and cameras. 
Further: evidence of the practical ad- 
vantages of the first surface mirror is 
shown in the photographs in Figure 3. 
Figure 3, left, shows the double image 
of a five dimension plaster model as 
produced by a second surface mirror, the 
thickness of which is four times that of 
the ordinary dental mirror. The second 
image, X, is reproduced to the same scale 
as it occurs when a conventional second 
surface mouth mirror is used. What 
appears to be the gingival wall of the 
class II preparation is merely the ghost 
image of the pulpal wall as it is projected 
interproximally. This confusion of detail 
is a decided handicap to the precision 


Experimental Method * The experimental method, in which the conditions to be observed 
are held under control, is in the main the distinguishing feature of modern science. . 
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of modern dental methods and is the 
source of considerable eyestrain to the 
dentist. Figure 3, right, shows the much 
clearer image of the same plaster model 
produced by a first surface rhodium 
mirror. 

The popularity of high intensity oper- 
ating lights may well be an effort to com- 
pensate for the inadequate mouth mirror. 
The routine use of a first surface mirror 
with its advantage of better definition 
of detail will help to eliminate a great 
amount of eyestrain and fatigue so at- 
tendant to the practice of dentistry. 


CONCLUSION 


1. The precision of modern dental tech- 
nics requires the use of a mouth mirror 
having optical properties of the highest 
order. The conventional dental mouth 
mirror does not meet these requirements. 

2. Rhodium first surface mirrors have 
been subjected to laboratory and clinical 
tests which demonstrate that: (a) their 
durability in routine dental use is excep- 
tionally high; (b) they have decided 
optical advantages over the type of mir- 
rors now in use. 


. . What 


the experimenter is really trying to do is to learn whether the facts can be established which 
will be recognized as facts by others and which will support some theory that in imagination 


he has projected 


The experimental method requires ingenuity and skill in contriving 


appropriate devices for securing the evidence needed to learn whether an idea is valid or not. 
W. B. Cannon, “The Way of an Investigator,” New York: W. W. Norton & Co., Inc., 


1945, p. 31 
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Cases and Comments 


IMPROVING A CONTACT POINT OF AN AL- 
READY CEMENTED INLAY OR CROWN 


By I. Gerson, D.M.D., D.D.S., Brookline, 
Mass. 


Using a fissure bur no. 557, drill a groove 
running buccolingually on the marginal ridge, 
about 3 to 4 mm. long and 2 mm. deep, ac- 
cording to the case, thus making the proximal 
wall of the inlay or crown of about 30 gage 
thickness so that it will be pliable. 

Apply rubber-dam and giant separator. En- 
gage a blunt instrument into the groove, 
stretching the gold against the adjacent tooth, 
giving it a round shape to produce contact. 

After the groove, made retentive with an 
appropriate bur, has been hard packed with 
cohesive gold, the separator is removed and 
a good contact point will be the result. 

In case the contact point is too snug, apply 
again the giant separator and with a thin 
metal separating disk or any other convenient 
means, reduce the contact until a satisfactory 
result is obtained. 


21 Elba Street 


A MODIFIED MOD INLAY BRIDGE 
RETAINER 


By Hyman Dubrow, D.D.S., Far Rocka- 
way, N. Y. 


The belief of many practitioners years ago 
that fixed bridgework for tooth replacement 
was unsanitary and undesirable has become 
a myth. With present methods of construction, 
fixed bridgework is here to stay and it will 
become more and more important as our 
profession recognizes the success with which 
periodontal conditions can be treated. This is 
so because fixed bridges, where they can be 
used, are a very great adjunct in supporting 
periodontal treatment because of their splint- 
ing and stabilizing effect. 

When designing bridge retainers, one must 
consider the effect of the design on the perio- 
dontal structures, on the future health of 
the tooth structure itself, and on the relation- 
ship of the retainer and abutment tooth to the 
rest of the bridge. With this in mind, let us 
explore what an ideal bridge retainer would 
do: (1) It would give sufficient retention to 


do its share in retaining the bridge in position. 
(2) It would be designed so that during 
function, the tooth and bridge would move 
in unison. In other words, there should be 
full occlusal coverage. If part of the occlusal 
surface were uncovered and the bridge were 
soldered as one unit, there would be a ten- 
dency for the retainer to loosen from the 
tooth when occlusal forces directed on the 
tooth would move the tooth and the retainer 
would tend to stay in position because of its 
connection to the rest of the bridge. Soldering 
as one unit or complete fixation is important 
for maximum periodontal benefit. (3) It must 
retain or provide labial, buccal, or lingual 
contours that are best for maintaining the 
health of the underlying periodontal struc- 
tures. The size and inclines of the occlusal 
surface also must be such as to give maximum 
periodontal benefit. (4) It should be designed 
to give optimum protection against future 
caries involvement. (5) It would be desirable 
to have it designed so that one could detect 
the occurrence of underlying decay by roent- 
genograms. The retainer should be so designed 
that it can be constructed by a technic so 
exact as to make possible extremely accurate 
fitting margins. 

The bridge retainers in use today are of 
the extracoronal or crown and intracoronal or 
inlay types. Of the two, the crown types are 
the better retainers. The properly designed 
three-fourths crown and the full cast crown 
with or without an acrylic veneer face are 
the life substance of fixed bridgework today. 
These retainers give the greatest retention, 
give the greatest protection against caries, offer 
opportunity for occlusal, labial and lingual 
design that is most satisfactory for periodontal 
health, and provide the full occlusal coverage 
desirable for complete fixation. 

The ordinary inlay type of retainer is in- 
ferior to the above. It does not offer as much 
retention, caries protection, opportunity for 
occlusal or lingual modification for perio- 
dontal advantage, and it may loosen from the 
tooth under occlusal stress when complete fixa- 
tion is present. The only advantages of the 
inlay type are that it can be roentgenographed 
to see whether there is a recurrence of decay 
under it and the removal of tooth structure is 
limited to a smaller number of surfaces which 
may be important in certain circumstances. 
It has come to my attention that there are 
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occasions when it is desirable to use a modi- 
fied mop inlay type of retainer. Such would 
be the case where there has been a great loss 
of structure on the mesial, distal, and occlusal 
surfaces of the abutment tooth. In preparing 
such a tooth for a retainer, removal of tooth 
structure from the labial, buccal, or lingual 
surfaces might destroy its usefulness as an 
adequate abutment. In such instances, the 
modified mop inlay or onlay described below 
would be very satisfactory as it meets prac- 
tically all of the requirements of a good re- 
tainer. 

The retainer is designed and constructed 
like an ordinary mop inlay except that the 
occlusal step is deeper and wider and the 
occlusal surface of the tooth is cut down to 
make possible full occlusal coverage. Where 
remaining tooth structure permits, it is also 
possible and sometimes advisable to make pits 
in the occlusal surface to provide added re- 
tention. The diagram illustrates a cross section 
through the crown of such an abutment with 
the retainer in position. A pit is shown on 
one side. As many pits as advisable in a 
given case may be used. 


The above retainer meets practically all 
of the ideals listed previously. It has the 
advantages of extracoronal retainers as it 
provides adequate retention, gives full occlusal 
coverage, gives considerable protection against 
caries, does not affect the periodontal struc- 
tures adversely, and can be constructed by 
a very excellent technic; namely, the direct 
wax-up technic using rubber dam for finishing 
the wax margins. Moreover, it has additional 
advantages for it can be roentgenographed to 
show whether there is underlying decay, and 
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it can be used advantageously in cases where 
crowns are contraindicated owing to absence 
of sufficient healthy tooth structure in the 
abutment teeth. It should also be mentioned 
that the full occlusal coverage protects thin 
buccal, labial, or lingual walls against fracture. 

The writer used this abutment successfully in 
numerous instances where use of crowns was 
contraindicated. 

2011 Mott Avenue 


METHYL METHACRYLATE FOR PATTERNS 
By Alfred T. King, D.D.S., Chicago 


Since methyl methacrylate will burn out of 
an investment without leaving any residue, 
similar to the action of inlay wax, it can be 
used for all types of pattern making and has 
the advantage over wax of being stronger and 
easier to handle. 

For full cast crowns, three-quarter crowns 
and inlays, the patterns should be made di- 
rectly on the teeth with fast curing acrylic. 
The procedure is to anneal a copper band, 
polish the inside te remove oxide, fill with 
fast repair acrylic, press over the tooth and 
hold with a piece of wet cellophane. The band 
should previously have been fitted, but suf- 
ficiently oversize to allow for a bulk of acrylic. 
The material is held in place and sprayed with 
water as hot as the patient will stand. In a 
minute or two the acrylic will have set enough 
for removal. 

The band should then be removed from the 
tooth and placed in very hot water for a few 
minutes. The acrylic should now be hard. The 
band is then split, and the acrylic pattern 
removed and shaped. It should fit the tooth 
very well, but if necessary it can be corrected 
inside and out with the application of wax. 
It can also be thickened or corrected with 
freshly mixed acrylic. The inside of the pat- 
tern can easily be trimmed with a round burr 
to effect a saving of gold. Because of its trans- 
lucent quality, its thickness can easily be deter- 
mined. 

A spot of sticky wax should now be applied 
for the sprue attachment. Theoretically, the 
material should be kept wet at all stages for 
maximum expansion, until ready for burn-out. 
30 N. Michigan Avenue 
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Editorials 


Military information questionnaire prepared 


by Bureau of Economic Research and Statistics 


In the current Korean emergency, as in World War II, members of the dental pro- 
fession are being called on to contribute heavily to the country’s needs. Immediately 
at the outset of hostilities this Association offered the military agencies its full support 
and state societies rapidly are establishing machinery to aid in the war effort. As in 
the late war a major share of the responsibility of selecting dentists for military avail- 
ability will fall on state dental societies. In an effort to aid constituent societies to 
secure accurate information on all members of the profession in order that an 
equitable selection can be made, the Bureau of Economic Research and Statistics of 
the Association has prepared a suggested military information questionnaire which 
the constituent societies may mail to all dentists within their jurisdiction. A copy of 
the form is published on page 478 of this issue. Somewhat similar to the question- 
naire used in World War II, it provides information on age, date of graduation, 
classification and location of practice, previous military service, ASTP or V-12 
status and number of dependents. During the coming weeks members of many state 
dental societies will receive a copy of this questionnaire. Members are urged to fill 
it out fully and return it promptly to the designated state committee for evaluation 
and recording. Until new procedures are established or new legislation is enacted, this 
seems to be the best method by which the profession can assist the government to 
meet the dental requirements of the armed forces without stripping certain com- 
munities of necessary dental services. 

The government’s announced intention of increasing the military forces to 3,000,- 
000, the passage of legislation to induct ASTP and V-12 trainees and the hurried 
call of dental and medical reservists to active service indicate that this country is 
preparing to meet more than the requirements of a Korean incident, An armed force 
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3,000,000 men will require 6,000 dental officers. Should the numerical strength 
of the military be increased more dentists will be needed. These officers must be 
selected with the utmost care and discretion in order to equate military and civilian 
needs. Although the ultimate responsibility for the selection will rest on military 
officials, a major portion of the responsibility will rest heavily on the state dental 
societies. A constituent society can discharge its responsibility only in proportion to 
the amount and type of information it has regarding all dentists practicing within its 
jurisdiction, hence the urgency of completing and returning the military question- 
naires promptly. 


=> 


Dentist, physician draft law 


The full text of Public Law 779 which provides for special registration and induc- 
tion of dentists, physicians and allied specialists is published on page 491 of this 
issue of THE JOURNAL. Since the provisions of the new law closely approximate those 
contained in a similar bill sponsored by the Association, reported in the September 
JOURNAL,’ the Association gave it full support. 

The passage of Public Law 779, however, is only a good beginning. It will not 
solve entirely the problem of fairly apportioning the services of dentists and phy- 
sicians to meet military and civilian needs. As yet no adequate provision has been 
made to prevent the various branches of the armed forces from competing for 
dental and medical officers, a condition which, during World War II, resulted in 
the Dental Corps of both the Army and the Navy being overstaffed and many 
civilian communities being stripped of essential health services. Effective machinery 
should be perfected immediately to prevent dentists and physicians badly needed 
by the civilian population from wasting their time and talents in nonprofessional 
service as many were forced to do in World War II. 


A.D.A. 41:372e-372h (September) 1950 


Dentists urged to vote 


on November seventh 


On November 7 the voters of America will choose the membership of the Eighty- 
second Congress. That Congress will have before it many matters of importance to 
the health of the American people and to the dental profession. It is urgent that every 
dentist be registered so as to be able to vote and it is equally urgent that he cast his 
vote on that day. Thousands of dentists and their families will be attending the annual 
session of the Association at Atlantic City October 30 to November 2 and many of 
them will take vacations following the session which will keep them away from their 
home cities on election day. If there is even a slight chance that a dentist may be 
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away from home, he should arrange immediately to cast an absentee ballot lest his 
vote be lost. 

This is not the year in which anyone can forsake his right of franchise. The mem- 
bership of the next Congress is important to the dentist as a citizen and as a profes- 
sional man because it will consider legislation which well may determine the entire 
future of this country. Not only will matters pertaining to the defense effort be in 
the foreground, but also such long range peacetime programs as compulsory health 
insurance. In the past laws have been enacted during critical periods which other- 
wise would not have been placed on the statute books. There is always the possi- 
bility that such errors may be repeated. It is reasonable to assume that the proponents 
of compulsory health insurance will attempt to take advantage of the fact that thou- 
sands of health personnel will have been withdrawn from civilian life, and also of 
distorted reports regarding the rate of draftee rejections, to force through Congress 
some form of compulsory health insurance legislation or some of the fringe legislation 
relating to that program. 

Such efforts can be combated only by a Congress that has the courage to resist the 
pressure of those who offer an easy but impractical solution to a complex problem 
in favor of a practical solution that has been arrived at calmly and intelligently. 
Your vote will help to establish the character of the next Congress. 


The state dental laboratory accreditation 


plan recommended in the public interest 


One of the major problems confronting dentistry today is the relation between the 
dentist and one of his auxiliaries, the dental laboratory technician. It is not a new 
problem, but one that has occupied the minds of some of the best men in the pro- 
fession and the dental laboratory field as it has grown in size and importance over 
the years. It must be solved soon in the best interest of the public. 

A solution proposed by the Council on Dental Trade and Laboratory Relations 
which was approved by the House of Delegates in 1949 at the ninetieth annual 
session of the Association provides for the accreditation of dental laboratories on 
the state level. That a state dental laboratory plan can work effectively has been 
demonstrated in Southern California. Other states that have adopted the plan 
include Alabama, Florida, Mississippi, New York, North Carolina, Ohio and Wash- 
ington. 

The Council recently prepared a series of six articles which present a clear and 
unbiased picture of the existing dentist-laboratory technician situation. The first of 
these articles was published in the September issue of THE JOURNAL, the second 
appears on page 496 of this issue and others will appear monthly in subsequent 
issues. The following facts stand out in this Council report and in other articles on 
the subject which should be considered by those interested in solving the problem: 

Most dental laboratory owners and most skilled dental laboratory technicians 
desire to cooperate with the dental profession in an effort to provide the public 
with skilled workmanship and materials of high quality. There are, however, a few 
laboratories and some laboratory technicians who cut corners, who do not comply 
with standards established by their organizations and who practice dentistry illegally. 
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Under existing state laws the dental laboratory technician is dependent wholly 
on the dental profession for his livelihood. The dentist is not dependent on the 
technician or the laboratory for his professional existence. 

The use of dental laboratory technicians enables the dentist to increase greatly the 
quantity of service which he renders patients, but the use of technicians will not 
assure patients a higher quality of service. The outworn statement that the labora- 
tory technician can fabricate better prosthetic appliances than the dentist should 
be scotched. 

It is not legislation, but organization. self discipline and an earnest desire to 
improve technics and ethics, which have raised the standards of dentistry and im- 
proved the quality of service which the profession renders the public. These same 
factors, if earnestly applied, can be equally successful in raising the technical and 
ethical standards of laboratories and laboratory technicians. 

There always have been and probably always will be a few individuals in the 
laboratory field who choose to violate the law. The enactment of special legislation 
to control renegade technicians will be no more successful than are some present 
laws designed to control the actions of renegade dentists. If existing dental practice 
acts are weak they should be strengthened and provisions made to enforce them so 
as to protect the public from both irresponsible dentists and irresponsible technicians. 

The adoption by states of a laboratory accreditation plan should stimulate the 
development of a common understanding between laboratories, laboratory techni- 
cians and dentists, promote the common interest of both the profession and _ its 
auxiliary and improve the quality and quantity of service rendered the public. Such 
a cooperative arrangement between the profession, the laboratory technicians and 
the laboratories will accomplish more in the public interest than all the special labora- 
tory laws that can be placed on the statute books. 
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On August 28, 1950 a stroke of the pen in 
Washington completed the last formality neces- 
sary to enact the Social Security Act Amend- 
ments of 1950 into law. This concluded 20 
months of congressional wrangling over the 
provisions of one of the most controversial 
measures of the 81st Congress. In addition to 
extension of benefits for those already em- 
ployed, the bill for the first time brings into 
the system persons who are in that group of 
workers described as self-employed. 

There is so much misunderstanding about 
Social Security in the United States that it is 
necessary to commence any discussion of it by 
describing clearly both what it is and what 
it is not. It is a series of laws related to each 
other through common administrative author- 
ity and through the ultimate objective of af- 
fecting certain social problems. It is a plan 
for comprehensive servicing of these and re- 
lated human problems not only through the 
laws already enacted but also through such 
additional measures as Compulsory Health 
Insurance. Certain phases of the total program 
operate on the basis of ordinary insurance 
principles; others on the so-called social insur- 
ance principles and still others on a straight 
basis of governmental extension of charitable 
aid. 

Social Security is not a foolproof unequivo- 
cably guaranteed method for completely dis- 
pelling all of the problems that beset mankind 
from the cradle to the grave. It does tend to 
relieve to greater or less degree some of those 
ills. Its proponents say that the basic merits 
and desirability of the scheme are no longer 
open to argument since it has been in effect 
since 1936. This argument has the same degree 
of validity as would that of a 1950 model 
car owner persuading himself of his need for 
a new 1951 model. It is always subject to the 
basic inquiry “Can we afford what we are 
getting?” 


PROVISIONS 


Although the comprehensive Social Security 
Scheme includes Old Age Assistance, Old Age 
and Survivors Insurance, Unemployment Com- 
pensation, Aid to the Blind, Aid to Dependent 
Children, Maternal and Child Welfare Bene- 
fits among the provisions already enacted and 
Compulsory Health Insurance and Disability 
Compensation among the benefits which have, 
without success, been urged on the Congress 
at one time or another, this discussion will con- 
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cern itself principally with the Old Age and 
Survivors’ Insurance program. To distinguish 
OASI, as it is called, from Old Age Assistance, 
it is best to define the terms. OASI is a sys- 
tem of insurance whereby employer and em- 
ployee and the self-employed pay into a gov- 
ernment operated trust fund a percentage of 
the first $3600 of each worker's annual earn- 
ings over a period of years in return for which 
the worker will, at the age of 65, become eligi- 
ble for monthly payments from the trust fund 
for the balance of his life and that of his wife 
or widow. Old Age Assistance, on the other 
hand, is a noncontributory plan defined by 
the Act, in part, as “money payments to, or 
medical care in behalf of needy indi- 
viduals who are sixty-five years of age or 
older.” Ald Age Assistance benefits depend 
on the need of the recipient. OASI does not. 
OASI benefits are uniform throughout the 
country according to the amount the worker 
contributes to the fund. Old Age benefits vary 
according to states in both eligibility require- 
ments and amount of benefit payable. OASI 
is intended to be a permanent affair. Old Age 
Assistance is intended to cover the so-called 
transition period during which most individu- 
als will be building up their eligibility for 
OASI but in which others will reach retire- 
ment age without sufficient time in covered 
employment to entitle them to OASI benefits. 


EXTENDED COVERAGE 


Under the 1950 Act the range of covered em- 
ployment is considerably extended. It applies 
to most persons who work for another for 
wages. The exceptions are not important to 
this discussion. 

The Act further includes all persons who 
derive income from self-employment with the 
exception of physicians, lawyers, dentists, os- 
teopaths, veterinarians, chiropractors, naturo- 
paths, optometrists, Christian Science practi- 
tioners, architects, certified public accountants, 
registered or licensed public accountants, full- 
time practicing public accountants, funeral 
directors or professional engineers. 

A person who is in an occupation generally 
referred to as covered employment, and his 
employer, are required until 1953 to pay into 
the Federal Treasury an amount equivalent 
to 1% per cent of the first $3600 of the em- 
ployee’s earned wages or a total of 3 per cent 
of such wages between them. From 1954 to 
1959 the rate increases to 2 per cent each 
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and increases 2 per cent each five years there- 
after until 1970 when it becomes fixed at 3 
per cent each. 

Since a self-employed person is both em- 
ployer and employee a different tax rate is 
imposed in this category. It will be levied on 
the first $3600 of earnings from self-employ- 
ment (as distinguished from investment or 
other income) at the following rates: 1951- 
1953, 2% per cent; 1954-1959, 3 per cent; 
1960-64, 3% per cent; 1965-1969, 4% per 
cent; 1970 and thereafter 4% per cent. Con- 
siderable attention is given to the exact tech- 
nical definition of self-employment income but 
for practical purposes it may be considered as 
the first $3600 of gross earnings directly from 
the self-employment occupation, if such earn- 
ings are in excess of $400 per annum. 


CONTRIBUTIONS AND BENEFITS 


Although many dentists are employers and as 
such will be required to pay the employers’ , 
portion of the tax, it is probable that all den- 
tists will be more interested in the fortunes 
of a hypothetically self-employed group under 
the new Act than they will be in the exact 
workings of the law with regard to employed 
classes. The following table has therefore been 
worked out to show the amount of contribu- 
tions and the amount of benefits which would 
be involved if a self-employed person paid 
taxes on a full $3600 income for different num- 
bers of vears. 

It is assumed that each of the wage earners 
shown in the first column of the Table en- 
tered the system at that age and that he con- 
tributed to the system in each quarter of the 
number of years shown in the second column 
at which time he would attain the age of 65 
The third column shows the total dollar value 


Table * Contributions and benefits 


Number Dollar Monthly 
Present »f years value of benefit 
2ntributing ntribution single 


é 2 $162 $80 
60 5 486 80 
55 10 1107 80 
50 15 1843 ao 
45 » 2613 80 
4 25 1481 80 
35 4368 
30 35 5246 
25 40 4123 a 
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f a self-employed person paving full tax on 


of his contributions to the system. The fourth 
and fifth columns show the amount of monthly 
payments he would receive after retirement 
depending on whether he was married or single 
at that time. The sixth and seventh columns 
show the total amount the system would pay 
to him and his wife assuming that he retired 
exactly at age 65 and lived thereafter to the 
full amount of life expectancy set forth in the 
House Committee report on the original bill 
which is said to be 12.1 years or 145 months. 
It further assumes that his wife is the same age 
as he so that the married benefit will commence 
at once. 

The law requires that persons entering the 
system after 1950, which case has been as- 
sumed in the Table, must be in a covered em- 
ployment in half of the total quarters between 
the time of entry and the date of retirement 
or death, whichever occurs first. A minimum 
of six quarters of coverage is required. 

Persons who retire and begin to receive 
pensions may work and earn up to $50 per 
month without losing any benefit. Earnings in 
excess of that amount will cause a correspond- 
ing reduction in the monthly payments granted 
the beneficiary. 

The Table, of course, presents an unrealistic 
picture relatively few persons will 
comply with an exact statistical mortality ta- 
ble. It is indicative, however, of the potential 
costs of the system and it highlights this im- 
portant problem. It will be noticed that even 
the person contributing the maximum amount 
would receive nearly two dollars for each 
dollar contributed if he is single at the age 
of 65 and nearly three dollars if he is married. 
The ratio for the person covered only for the 
two year period between 63 and 65 is almost 
astronomical. How is the country going to meet 
this cost? 


because 


2 $3600 annual income 


! 


Monthly | Tota Total 
benefit benefit benefit 
married single married 


} 120 11,600 17,400 
120 11,600 17,400 
120 11,600 17,400 
12¢ 11,600 17,400 
12 11,600 17,400 
12 11,600 17,400 
12 11,600 17,400 
120 11,600 17,400 
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TRUST FUND 


Two estimates were prepared for the Con- 
gressional Committees. One was termed the 
“High Cost Theory” the other the “Low Cost 
Theory.” Under the latter the value of the 
Trust Fund would continue to increase and 
there would never be a demand for disbursc- 
ments in excess of available amounts. Under 
the former the Fund would reach its highest 
amount in 1978 and would thereafter decrease 
rapidly until exhausted sometime between 
1995 and 2000. Both estimates are based on 
many assumptions which can be proved or dis- 
proved only by time. 

What becomes of the money which is paid 
into the Fund? It is invested in interest bear- 
ing federal government bonds. The actual cash 
thus passes into the General Revenue Fund 
and is available for immediate use of the 
Treasury. When the Fund needs cash it calls 
on the Treasury to redeem part of the bonds. 
The Treasury obtains the repayment money 
either from further borrowing from the pub- 
lic or from tax revenues. 

While the Act at present does not apply to 
dentists it may be interesting to examine it in 
the light of the most recently available vital 
statistics on the profession. The Table illus- 
trates adequately the amount which the aver- 
age dentist would pay into the fund at retire- 
ment age. However, since the total of possible 
reimbursement from the Fund was based on 
the hypothesis that all individuals would die 
at the theoretical age of 77.1 years it is 
atypical. A report of the Bureau of Economic 
Research and Statistics of the Association’ 
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estimates that “on the average dentists live 
approximately as long as the most comparable 


group, the ‘white male’ population over 24 


years of age.’ According to this estimate 55.7 
per cent of all dentists would reach the retire- 


ment age of 65. 15.8 per cent of all dentists 
would receive benefits for from one to five 
years; 17 per cent for from six to 10 years 
and 12 per cent from 10 to 15 years; 10.8 
per cent would have a chance to receive bene- 
fits for periods from 16 to 30 years. 

Assuming a full working life of 40 years 
with retirement at the age of 65, all dentists 
who live beyond their 71st birthday would 
regain their capital investment if single at 
retirement. If a dentist and his wife are both 
65 years of age at the time of retirement and 
continue to live, he would recoup his capital 
investment some time before his seventieth 
year. Statistically, somewhat less than 40 per 
cent of all dentists can accomplish this objec- 
tive if they are in the first category and some- 
what more than 40 per cent if they are in the 
second. This calculation does not take into 
account benefits of from $120 to $150 per 
month which accrue to a surviving widow 
with children nor to the $60 pension provided 
for widows of insured individuals when such 
widows become 65. 


Francis ]. Garvey, Secretary 
Council on Legislation 


nomic Research and Statistics. The 
J.A.D.A. 39:62! (Nov.) 1949 
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Washington News Letter 


Dentists in civil life who anxiously 
wonder what Washington will bring 
forth next have plenty of company right 
here in the National Capital. Our en- 
tanglements in the Far East, complicated 
politically by the approaching elections 
and speculation as to what kind of Con- 
gress they will produce, have reduced 
even the erstwhile experts in govern- 
ment to a state of watchful waiting. 

Broadly speaking, the problems affect- 
ing dentistry and the other health 
sciences fall into two categories: those 
demanding swift action-—which is to say, 
those linked directly with national de- 
and others of longer range de- 
nomination. In the former group are not 
only the military requirements for pro- 
fessional personnel but also the question 
of over-all allocations of manpower, in 
recognition of the fact that a total war 
would give the term “home front” a more 
literal meaning than it has ever had. In 
the second category are such issues as 
intensified federal support of dental edu- 
cation and dental research, along with 
that perennial known as compulsory 
health insurance or socialized medicine. 

Since Congress has now gone home, 
legislative action on these long range 
matters is in abeyance until next year. 
Developments in the near future will 
center more around the White House and 
executive agencies, chiefly National Se- 
curity Resources Board and the military, 
and will concern matters of urgency in 
the defense effort almost exclusively. 

Among these problems are the follow- 
ing: (1) Administration of the physician- 
dentist draft law. (2) Thorough appraisal 
of the country’s dental manpower re- 
specifically, determination of 
the number of practicing dentists, their 
geographical distribution, their division 
by specialties, their ages, and so on. (3) 
Taking of such steps as may be necessary 


fense 


sources: 


to guard against interruption of dental 
training although, in this connection, 
chances seem extremely remote that the 
army and navy will attempt to revive the 
ASTP and V-12 programs of World War 
II. (4) Indoctrination of dental prac- 
titioners in A-bomb hazards and other 
subjects concerned with civilian defense 
to assure maximum utilization of their 
professional services in event of invasion 
or attack. 

What the answers will be and what 
sorts of patterns will be worked out, are 
still in doubt as this is written. The re- 
cently established committee to advise 
National Security Resources Board on 
health matters has had several meetings 
but at press time no decisions had been 
reached. In these discussions, questions 
pertaining wholly or partly to dentistry 
are scrutinized in particular by Leo. J. 
Schoeny of New Orleans, a member of 
the advisory group, and Bruce D. 
Forsyth, Assistant Surgeon General of 
Public Health Service and special dental 
consultant in NSRB’s Office of Health 
Resources. 

While no one knows what the future 
will bring, the state of the present emer- 
gency is serious enough already to war- 
rant anticipation of extraordinary na- 
tional measures in the weeks and months 
to come. Great enlargement of the 
armed forces is a certainty. Acceleration 
of civilian defense planning is almost 
equally certain. Something akin to regi- 
mentation of dentists and physicians in 
civil practice—-for example, freezing 
them in their present duties or even 
transferring them to doctor-short areas 

should not be regarded as improbable 
if the emergency worsens. 

Dr. Forsyth, incidentally, returned to 
Washington in mid-September following 
a two-month trip to England and Euro- 
pean countries which was undertaken 


| 
j 
: 
i 
{ 
470 
. 


WASHINGTON NEWS LETTER 


largely for the purpose of studying the 
dentist’s role in defense planning abroad. 
He also attended meetings of the Fédér- 
ation Dentaire Internationale, British 
Dental Association and Royal College of 
Physicians and Surgeons. Switzerland 
and Sweden possess particularly good 
systems for utilization of physicians and 
dentists, he reported. 

Dr. Forsyth also inspected, in several 
large cities on the Continent, preliminary 
findings of dental examinations which 
have been conducted on samplings of 
prospective emigrants to the United 
States. The medical examination now 
given to Europeans intending to come to 
this country does not include a dental 
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checkup. To help ascertain whether the 
latter should be included, approximately 
2.000 persons received oral examinations 
in ten European cities during the past 
summer under supervision of Henry 
Klein, of Public Health Service. Results 
are in process of compilation and analysis. 

Dentists attached to the Department 
of Medicine and Surgery, Veterans Ad- 
ministration, were gratified by congres- 
sional enactment of a bill giving them 
the same recognition as specialists as 
physicians who are certified in the 
medical specialties, including a pay in- 
crease of 25 per cent. Actual application 
of the new law is not expected to begin, 
however, until next year. 


43 
4 
4 
| 
4 
4 
‘ 
4 

| 


News of Dentistry 


With the signing by the President of 
the Gurney-Vinson bill September 9, den- 
tists up to age 50 became subject to 
induction into the armed services. Under 
the terms of the act (Public Law 779), 
dentists, physicians, and allied specialists, 
up to age 50, will be required to reg- 
ister under Selective Service and there- 
after will be eligible for induction under 
a four stage priority system. The act has 
been approved in principle by the Asso- 
ciation and was supported at hearings re- 
cently held. 

First to be called will be ASTP and 
V-12 trainees and those deferred from 
service in World War II to complete 
their education who had than 90 
days of active duty. Next will be those 
in the same category who had less than 
21 months of active duty. Third will be 
all who have had no active duty since 
September 16, 1940. Last will be those 
who served in World War II. These will 
be divided into sub-classes according to 
length of service. Those the least 
full months of active duty will be called 


less 


with 


first. 
Two sections of the bill are of interest 
to reserve officers. One provides that any 


reserve officer ordered to active duty, 
whether with or without his consent, 
shall receive the additional $100 per 


month. The other provides that World 
War II dental officers who are recalled 
to service may be promoted to ranks 
commensurate with their education, ex- 
perience and ability 


The act states specifically 


that 
person inducted under its terms will not 


any 


4 


Armed Forces 


NON-RESERVE DENTISTS UNDER 51 TO REGISTER FOR DRAFT: 
ARMY DENTAL RESERVE LOWERS REQUIREMENTS 


be eligible to receive the $100 per month 
additional pay even if subsequently com- 
missioned. The President can issue regu- 
lations for deferment of persons liable 
for registration and induction based upon 
length of previous service, extent of par- 
ticipation in the ASTP or V-12 pro- 
grams, reasons of hardship or dependency 
and the maintenance of the national 
health, safety or interest. Hereafter offi- 
cers will be permitted to transfer from 
one branch of the armed forces to an- 
other if the consent of both services con- 
cerned is obtained. 


DEFERMENT REGULATIONS WILL 
APPLY TO DENTAL DRAFTEES 


American Dental Association repre- 
tatives J. Roy Blayney of the Council 
on Dental Education, Bernard J. Con- 
way and F. J. Garvey of the Council on 
Legislation: and Dean Charles W. Free- 
man, president of the American Associa- 
tion of Dental Schools, met with Col. 
Richard Eanes of the Selective Service 
11 in the Central 
Office to consider specific questions re- 
lating to the act. 
Eanes considered it likely that a series 
registrations might be ordered ac- 
cording to priority category and that the 
first call for registration would order only 
the first and possibly the second category. 
He thought that the present deferment 
regulations under the general Selective 
Service Act could be made to apply to 
dental draftees. Thus, faculty members 
would be required to justify to their local 
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boards their own essentiality in their 
present positions. 

No agreement was reached regarding 
the exact meaning of, or a feasible 
method of operating, the section of the 
act relating to deferment of predental 
students. The Association and the Ameri- 
can Association of Dental Schools are 
working on this aspect of the problem. 
Eanes urged that state societies consult 
with their state selective service directors 
as soon as possible with a view to having 
dental representation on state and local 
advisory committees as soon as the state 
directors receive authorization from 
Washington. 


NSRB SHOULD HAVE AUTHORITY 
OVER DRAFTING OF DENTISTS 


While exact authority of the Health 
Resources Advisory Committee of the Na- 
tional Security Resources Board, in rela- 
tion to the call up of dental and medi- 
cal personnel, by mid-September still 
remained to be defined, the Association’s 
yiew was that NSRB should have final 
authority over drafting personnel. Presi- 
dent Philip E. Adams, stating the views 
of the Association before the House 
Armed Forces Committee, said that ci- 
vilian needs for professional health serv- 
ices might be endangered if such a draft 
were left solely in the hands of cither the 
Defense Department or Selective Servige. 

The committee was set up to advise 
the NSRB on problems of the nation’s 
health relating to national mobilization 
and in the event of atomic war. Its 
membership includes Leo J. Schoeny of 
the Association’s Council on Dental 
Health; James C. Sargent, M.D. and 
Harold S. Diehl, M.D., prominent in 
A.M.A. activities; William P Shepard, 
M.D., representing public health; John 
Pastore, M.D., representing hospitals; 
Mrs. Ruth Kuehn, nursing dean at the 
University of Pittsburgh; and David M. 
Heyman, board chairman of Health In- 
surance Plan of greater New York. 
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Howard A. Rusk, M.D., is chairman. 
Dr. Rusk was formerly a member of 
the Armed Forces medical advisory com- 
mittee, 


CALL UP OF RESERVES TO BE 
IN ORDER OF THREE PRIORITIES 


First to be called to active duty in the 
reserves will be dental reserve officers 
who were V-12 or ASTP trainees and 
have had no military service as commis- 
sioned dental officers, according to a 
directive issued to the army, navy and 
air force by Secretary of Defense Louis 
Johnson, September 7. When this source 
has been tapped, those in the same cate- 
gory but who have had prior military 
service will be called, those with the least 
months of service being called first and 
those with the longest term of service 
being called the last. The third priority 
category includes all other reserve officers. 

It was reported from Washington that. 
probably because of the act ordering 
registration and drafting of dentists, the 
army had lowered its earlier quota of 
343 dental reserve officers to 126. 


AIR FORCE SEEKING ASTP 
AND V-12 TRAINED DENTISTS 


Dentists who receive all or part of 
their training under ASTP or V-12 and 
who do not have commissions with other 
military services are eligible to receive 
commissions in the U.S. Air Force, it 
has been announced by Maj. Gen. George 
Kennebeck, chief of the U.S. Air Force 
Dental Service. 

Dentists who volunteer for service will 
receive an extra $100 a month in addition 
to regular pay and allowances. They will 
be commissioned as first lieutenants un- 
less their professional qualifications entitle 
them to a higher rank. 

Women dentists and technical special- 
ists may now receive reserve Commissions 
in the air force and may apply for ex- 
tended active duty at air force installa- 
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tions, according to an announcement by 
the Department of Defense. They will 
he subject to the same provisions regard- 
ing rank, pay and allowances as male 
officers. 

Application blanks or further informa- 
tion may be obtained on written request 
from The Surgeon General, Head- 
quarters, U.S. Air Force, Washington 25, 
D.C., or from the nearest Air Force base. 


NAVY PROVIDES FOR DEFERMENT 
OF DENTAL SCHOOL RESERVISTS 


Dental students who hold probationary 
commissions in the Hospital Corps of the 
Naval Volunteer Reserve may apply to 
local Selective Service boards for defer- 
ments from active duty. Those not hold- 
ing such commissions should apply for 
them, according to the following informa- 
tion bulletin dated August 22 from Rear 
Admiral S. O. Claytor, assistant chief of 
the Bureau of Medicine and Surgery 
(Dentistry) of the Department of the 
Navy. 


This is a summary of information for stu- 
dents and instructors in the dental profession 
regarding active duty, or deferments there- 
from, in the U.S. Navy. While this information 
is believed to be applicable in any foreseeable 
emergency, changes may occur at any time 
due to overriding military considerations. 


1. Students for a Dental Degree. 

a. Students for a Dental Degree, Enrolled 
or Accepted for Enrollment in Dental Schools, 
Who Hold Commissions in the Organized Re- 
serve, Navy or Marine Corps Units, should 
immediately request a transfer from the Or- 
ganized to the Volunteer Reserve and apply 
for a commission as Ensign, HP, USNR. Naval 
Reserve officers should submit such requests 
and applications to the Chief of Naval Per- 
sonnel, Navy Department, Washington, 25, 
D.C., via the Commandant of the Naval Dis- 
trict in which assigned. Marine Corps Reserve 
officers should submit requests and applica- 
tions to the nearest Office of Naval Officer 
Procurement. This request should be veri- 
fied by the Dean of the Dental School con- 
cerned, the Professor of Naval Science or the 
Inspector-Instructor, where applicable, and 
the Commanding Officer of the Unit to which 
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attached. If orders have been received, a 
request for temporary deferment should be 
submitted to the Professor of Naval Science or 
Inspector-Instructor or, in the absence of 
either of these, to the Commanding Officer 
of the Organized Unit involved. Upon receipt 
of a reply from the Navy Department grant- 
ing a change in status to Ensign, HP, USNR, 
Volunteer Reserve, students should then re- 
quest a deferred classification from local 
Selective Service System Board, referring to 
Selective Service Memorandum No. 7 of 2 
November, 1948, and include with it a state- 
ment from the Dean of the Dental School 
verifying enrollment. 

b. Students for a Dental Degree, Enrolled 
or Accepted for Enrollment in Dental Schools, 
Who Hold Commissions in the Volunteer Re- 
serve, Navy or Marine Corps Units, should 
apply for a change in status and a commission 
as Ensign, HP, USNR. Deferment should then 
be requested from the local Selective Service 
System Board. The procedure is the same as 
specified in the preceding paragraph. 

c. Students for a Dental Degree Enrolled 
or Accepted for Enrollment in Dental Schools, 
Who are enlisted in the Organized or Vol- 
unteer Reserve, Navy or Marine Corps, should 
immediately apply for a commission as Ensign, 
HP, USNR, from the nearest Office of Naval 
Officer Procurement. This request should be 
verified by the Dean of the Dental School con- 
cerned and the Commanding Officer of the 
Unit to which attached. If orders have been 
received, a request for temporary deferment 
should be submitted to the Commandant of 
the Naval District to which assigned, via the 
Commanding Officer of the Unit to which 
attached. Upon receipt of an appointment as 
Ensign, HP, USNR, Volunteer Reserve, stu- 
dents should request a deferred classification 
from local Selective Service System Boards, as 
noted in preceding paragraphs. 

d. Students for a Dental Degree, Enrolled 
or Accepted for Enrollment in Dental Schools, 
Who Are in a Civilian Status (not members 
of the Organized or Volunteer Reserve) should 
request deferment from their local Selective 
Service System Boards. It is suggested that 
these students apply for a commission in the 
Volunteer Reserve as Ensign, HP, USNR, 
through the nearest Office of Naval Officer 
Procurement. 


2. Graduate Dental Students. 

a. Graduate Dental Students (graduate 
dentists studying for advanced degrees, or 
otherwise taking specialized courses) Enrolled 
or Accepted for Enrollment in Dental Schools 
and Who Hold Commissions in the Organized 
or Volunteer Reserve, Navy or Marine Corps, 
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can apply for deferment from the Chief of 
Naval Personnel, Navy Department, Washing- 
ton 25, D.C., via (1) the Professor of Naval 
Science or Inspector-Instructor, as applicable, 
and (2) the Commanding Officer of their 
Unit if possible. Verification of enrollment by 
the Dean of the Dental School concerned 
should accompany this application. In event 
orders have been received, temporary defer- 
ment pending action by the Chief of Naval 
Personnel may be obtained from the Com- 
mandant of the Naval District in which as- 
signed. Deferments in call to active duty of 
officers in this category will be made on an 
individual basis only, and under no circum- 
stances should these officers expect blanket 
deferments. 

b. Graduate Dental Students in a Civilian 
Status should request deferment from the 
local Selective Service System Board. There is 
no provision made in the Dental Corps Re- 
serve of the U.S. Navy for students in this 
cateogry on a deferred basis. 


3. Instructors in Dental Schools. 

a. Instructors in Dental Schools Who Hold 
Commissions in the Organized or Volunteer 
Reserve, Navy or Marine Corps, can apply 
for deferment from the Chief of Naval Per- 
sonnel, Navy Department, Washington 25, 
D.C., via (1) the Professor of Naval Science 
or Inspector-Instructor, as applicable and (2) 
the Commanding Officer of the Unit to which 
attached if possible. Verification of teaching 
status by the Dean of the Dental School con- 
cerned should accompany this application 
In the event orders have been received, tem- 
porary deferment pending action by the Chief 
of Naval Personnel may be obtained from the 
Commandment of the Naval District in which 
assigned. Deferments in call to active duty of 
officers in this category will be made on an 
individual basis only, and under no circum- 
stances should these officers, or the Schools in 
which they instruct, expect blanket deferments. 
In the past, deferments have usually been given 
to full-time instructors. There is no assurance, 
however, that this will so continue in the 
future, inasmuch as individuals, by their par- 
ticipation in Naval Reserve programs, hold 
themselves as being available for immediate 
duty in a national emergency. 

b. Instructors in Dental Schools in a 
Civilian Status should request deferment 
from the local Selective Service System Board. 
There is no provision made in the Dental 
Corps Reserve of the U.S. Navy for instruc- 
tors on a deferred basis. 

4. General. Information Regarding Bureau of 


Naval Personnel Deferments. 
The policy of the Department of the Navy 
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at this time is that no consideration for de- 
ferment will be given any reservist until such 
time as orders have been issued calling him to 
active duty. It is anticipated that changes in 
this policy will occur as necessary to enable 
the Navy to fulfill its commitments. Such in- 
formation on changes will be given to the press 
and will receive wide dissemination. Upon re- 
ceipt of orders to active duty, an officer may 
request deferment or a delay in call to active 
duty in accordance with directives which are 
in effect at the time. Such requests should be 
addressed to: Chief of Naval Personnel, Navy 
Department, Washington 25, D.C. All such 
requests will be decided upon individual 
merits and consistent with the needs of the 
Service. 


NAVY DENTISTS COMPLETE 
ONE YEAR INTERNSHIPS 


Twenty-three naval dental interns 
completed a one year rotating dental 
internship August 18 at the Naval Den- 
tal School, National Naval Medical 
Center, Bethesda, Md. In ceremonies at 
the Center, Rear Admiral S. O. Claytor, 
DC, USN, assistant chief of the Bureau 
of Medicine and Surgery for Dentistry 
and chief of the Dental Division, ad- 
dressed the graduating class and _ pre- 
sented certificates. 

Twenty-one additional naval dental 
interns received certificates on the same 
date at six naval teaching hospitals 
where they also completed a year of 
rotating dental training, the first six 
months of which were spent at the Naval 
Dental School at. Bethesda. 


ARMY MEDICAL CENTER 
NAMES DENTAL CONSULTANTS 


dental consultants, Carl O. 
Boucher and Richard H. Kingery, form- 
erly attached to the Percy Jones Army 
Hospital, Battle Creek, Mich., have been 
transferred, by authority of the surgeon 
general’s office, to the Army Medical 
Center, Washington, D.C., as civilian 
consultants to the Dental Division, ac- 
cording to the assistant director of the 
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Dental Division, Lt. Col. John S. Oartel 
(DC). 

Maj. George W. Burnett (DC) re- 
ported for duty August 7 as Chief, De- 
partment of Dental Division, Army Medi- 
cal Department Research and Graduate 
School. Major Burnett, who received his 
Ph.D. degree from the University of 
Rochester in June, will replace Lt. Col. 
Hubert B. Palmer USAF (DC). Colonel 
Palmer is attending the graduate school 
of the dental school, University of Mary- 


land. 


REFERENCE COMMITTEES FOR 
OCTOBER MEETINGS APPOINTED 


With dentists from all the states and 
many from Canada and other countries 
preparing to convene in Atlantic City 
October 30 to November 2, plans for the 
largest annual session in the Association’s 
history were near completion. 

President Philip E. Adams has an- 
nounced the appointment of 15 reference 
committees from the membership of the 
House of Delegates. Each committee will 
meet for preliminary discussion of matters 
to be considered by the house and submit 
its recommendations to the delegates. 

Reference committee appointees are 
the following: Appeal from Decision of 
Judicial Council: E. G. Jones, Ohio, 
chairman; G. A. LeSage, Wisconsin; 
Myron E. Lusk, Minnesota. Constitution 
and Bylaws: Melvin E. Ralston, Southern 
California, chairman; Max R. Kadesky, 
lowa; Charles H. Patton, Pennsylvania. 
Dental Education: W. D. Postle, Ohio, 
chairman; Willard S. Bell, New York; 
Arthur W. Easton, Maine. Dental Re- 
search: T. Ford Leggett, Mississippi, 
chairman; F. A. Bull, Wisconsin: William 
E. Mayer, Illinois. Dental Trade and 
Laboratory Relations: Theodore C. Blu- 
tau, New York, chairman; Herbert K. 
Cooper, Pennsylvania; J. S. Eilar, New 
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Association Affairs 


RENFROW APPOINTED DEPUTY 

SELECTIVE SERVICE DIRECTOR 
Brig. Gen. Louis H. Renfrow was ap- 
pointed Deputy Director of Selective 
Service System September 20. He had re- 
signed September 19 as a first special 
assistant to the then Secretary of Defense, 
Louis Johnson, who departed from office 
the same date. Formerly an assistant mili- 
tary aide to President Truman, he is a 
member of the Association and was chair- 
man of the Special Committee on War 
Memorial. 


Mexico. Federal Government Dental 
Services: J. P. Hollers, Texas, chairman; 
F. W. Lepeska, Naval Dental Corps; 
Homer B. Robison, Kansas. Hospital 
Dental Service: Paul W. Klopper, IIli- 
nois, chairman; L. R. Main, Missouri; C. 
Raymond Wells, New York. Insurance: 
Amos S. Bumgardner, North Carolina, 
chairman; Lawrence E. Hess, Pennsyl- 
vania; Joe M. Pike, Minnesota. Legisla- 
tion: Victor L. Steffel, Ohio, chairman; 
A. J. Fillastre, Florida; Charles A. Pan- 
kow, New York. Miscellaneous Business: 
H. O. Warrick, Oklahoma, chairman; 
George A. Coleman, Pennsylvania; H. 
Cline Fixott Jr., Oregon. Public Health: 
Fred Wertheimer, Michigan, chairman; 
Malcolm R. Chipman, Washington; Wil- 
liam B. Ryder Jr., California. Report of 
President: Waldo H. Mork, New York, 
chairman; Walter J. Gonwa, Illinois; F. 
A. Pierson, Nebraska. Revision of Code 
of Ethics: George M. Anderson, Mary- 
land, chairman; Glenn E. Cartwright, 
Illinois; Frederick A. Trevor, Massachu- 
setts. Rules and Order: Oren A. Oliver, 
chairman, Tennessee; Earle S. Arnold, 
Connecticut; David J. Fitzgibbon, Dis- 
trict of Columbia. Scientific Session: 
Lawrence R. Ludwigsen, California. 
chairman; E. Jeff Justis, Tennessee ; Wil- 
bur R. McNulty, Indiana. 

Membership of the Committee on 
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Credentials, also announced by president 
Adams, is as follows: Paul W. Zillman, 
New York, chairman; Byron Bailey, Ver- 
mont; Eugene W. Newman, New Jersey. 


ASSOCIATED GROUPS TO MEET 
PRECEDING ANNUAL SESSION 


During the week preceding the ninety- 
first annual session of the A.D.A. October 
30 to November 2, 16 associated groups 
will hold meetings in Atlantic City. 

Among them is the American College 
of Dentists, whose convocation will be 
held in the Claridge Hotel October 29. 
The meeting will consist of morning, 
luncheon, afternoon and evening sessions, 
according to an announcement received 
from Otto W. Brandhorst, secretary. The 
Association of American Women Den- 
tists will meet at the Chalfonte-Haddon 
Hall October 30, according to president 
Mabel F. Thomas, and details may be 
obtained from the secretary, Olive R. 
Meyer, 83-62 Lefferts Boulevard, Kew 
Gardens, N. Y. Members of the A.D.A. 
and of Canadian and European dental 
associations are cordially invited to at- 
tend the 34th annual meeting of the 
American Academy of Periodontology at 
the Claridge Hotel October 26-28, Clark 
E. Chamberlain, secretary, has an- 
nounced. Headquarters for the thirty- 
second meeting of the American Society 
of Oral Surgeons October 25-28 will be 
at the Ritz-Carlton Hotcl. Information 
can be obtained from the president, Berto 
A. Olson, 6331 Hollywood Boulevard, 
Hollywood, Calif. 

Other associated meetings are listed in 
the preliminary program published in the 
September issue of THE JOURNAL. 


SPECIAL CONVENTION FLIGHT 
FROM CHICAGO AVAILABLE 


Again this year the Chicago Dental 
Society is sponsoring the “A.D.A. Con- 
yention Special Flight” direct from Chi- 
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cago to Atlantic City, for A.D.A. mem- 
bers and their families attending the 
ninety-first annual session of the Asso- 
ciation. 


Sunday, October 29 
Leave Chicago ....... 
Arrive Atlantic 


....12 noon (cst) 


City. ......(approx.) 3:45 p.m. (est) 
Thursday, November 2 
Leave Atlantic City ...... 6:00 p.m. (est) 


Arrive Chicago (approx.) 8:15 p.m. (cst) 


The round trip rate for one adult is 
$94.76 with a 10 per cent discount on 
return, or $49.85 for a one way trip. 

Special family plan rates will be ef- 
fective by which the husband pays the 
full one way fare for himself and one 
half of a one way fare each for his wife 
and any number of children under 22 
years of age. Under this plan the cost of 
a one way trip for husband and wife is 
$74.78, and for a husband, wife and one 
child $99.72. Round trip family rates 
are twice the one way rates. 

Ground transportation in Atlantic City 
between Haddon Hall and the Airport 
will be $1.75. Hot, full course meals will 
be served en route on both flights at no 
extra cost. 

The Chicago Dental Society suggests 
that members make reservations im- 
mediately in order to save both time and 
money. Checks should be made payable 
and mailed to the Chicago Dental So- 
ciety, 30 N. Michigan Avenue, Chicago 
2. Further information may be obtained 
from Mr. M. M. Mathews, United Air 
Lines, 35 E. Monroe Street, Chicago 3. 


WELLS TO PRESIDE AT 
PAST PRESIDENTS’ LUNCHEON 


The Past Presidents’ Club of the 
American Dental Association, at the 
Traymore Hotel, Atlantic City, on Tues- 
day, October 31, will be presided over 
by C. Raymond Wells, and not by 
Sterling V. Mead as announced in the 
September JOURNAL. 
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QUESTIONNAIRE TO AID 
STATE SOCIETY COOPERATION 


State dental societies are being aided 
in their cooperation with the armed 
forces in the procurement of dental per- 
sonnel by a Military Information Ques- 
tionnaire sent to the secretaries of con- 
Stituent societies August 24 by A.D.A. 
secretary Harold Hillenbrand. 

Prepared by the Bureau of Economic 
Research and Statistics under the direc- 
tion of Mr. B. Duane Moen, the ques- 
tionnaire is designed for circulation by 
cach constituent society to all dentists in 
its state, the information obtained there- 
from having statistical importance to the 
state society and serving as a sound guide 
in aiding in the determination of the 
availability of dentists for military service. 
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A.D.\. MEMBERS’ INCOMES 
HIGHER THAN NONMEMBERS’ 


Although dentists who are A.D.A. mem- 
bers spend the same number of hours in 
their offices as nonmembers, they have 
less free time and higher incomes, accord- 
ing to Mr. Duane B. Moen, assistant 
director of the Bureau of Economic Re- 
search and Statistics, whose third article 
in a series describing the results of the 
Bureau’s 1950 survey of the profession 
appears on page 505 of this issue of THE 
JOURNAL. 

Dentists who employ auxiliaries have 
more patients than those who do not, 
and those employing two auxiliaries have 
more patients than those with only one. 
On the other hand, those with three or 
more auxiliaries have approximately the 


MILITARY INFORMATION QUESTIONNAIRE 


Amswers in the squores should be indicated thus [x) 


Date of birth (month, doy ond yeor! 


2. Year of grodvotion from dental school 


3. Status In private proctice[_], Employed os o dentist by government, institunon or compony[_]. ln occupation other 


thon dentistry), Retired{) 


Prosthodontist{_}, Oral pothologist{_} 


Dotes of actwe duty 
From to 
From to 
From to 


Service in U.S. Army, Nowy, Air Force, Coast Guard and Public Health Service 
Highest ronk 


Classification of proctce General practitioner Specialist o 


you ore specialist, mark one of the following Oral surgeon(]; Orthodontist], Pedodontist], Perodontist], 


Bronch Dental Corps? 
Yes]; Nof] 
Yes), 
Yes], Nof} 


7. Deo you now hold @ commission or membership in a reserve component of the Armed Forces or U.S Public Health 


Service? Yes], Nof]} 


Are you commissioned os dentist? Yes], No[_} 


b. Whot branch? Army{], Novy[], Air Force], Coost Guard{], Public Health Service} 


« Whet ronk? 


Ye], No 
@ How many months of such trawung did you recewe? 


b. Whot type of training wnt (ASTP, V-12. etc 
@ Full Port 

b. What subjects? 
Marital status Marred{_], Singie(_} 


Mumbe: 


dentats toons of leas than 
yourself? 
Nome 

\ 
Please print Stree? address 


City ond stote 


Are you now teacher in dental school? Yes], 


of dependents other than wite Onldren under 


Ord you receive any port of your dentol or predental training at the expense of the Armed Forces (ASTP. V"12 


Other dependents 


25.000 popeloter How mony practcing dentats ore there your town, including 
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same number of patients as those with 
two. 

The number of patients per dentist 
varies also with the size of the city, since 
dentists in very small towns and in the 
large cities have fewer patients than 
those in medium size towns. 

Revealed by the survey is that dentists 
over the age of 70 are putting in almost 
as much time as those in their prime. 


NEW STAFF MEMBER NAMED 
FOR EDUCATION COUNCIL 


The appointment of Gerard J. Casey 
as assistant secretary of the Council on 
Dental Education has been announced 
by A.D.A. secretary Harold Hillenbrand. 
Dr. Casey will join the staff October | 
and will assist secretary Shailer A. Peter- 
son in the activities of the Council. He 
has been consultant to the Committee on 
Dental Aptitude Testing of the Council 
for the past year. 


G. J. Casey 


Dr. Casey obtained his D.D.S. degree 
in 1937 from Chicago College of Dental 
Surgery, Loyola University and his B.S.D. 
degree from Loyola University the same 
year. He has been on the faculty of the 
college since 1946, serving successively 
as instructor, assistant professor and as- 
sociate professor in dentistry for children. 
Before service in World War II he spent 
five years in private practice. 
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SECOND DENTAL RESEARCH 
ASSISTANT APPOINTED 


The appointment has been made, effec- 
tive September 25, of Mr. Rene J. 
Lacosta to the second of two research 
assistantships sponsored jointly by the 
American College of Dentists and the 
American Dental Association. He will be 
employed on research projects in the 
Bureau of Chemistry of the Association 
and also do graduate work in chemistry 
at the University of Chicago. Mr. La- 
costa received his B.S. degree from Rens- 
selaer Polytechnic Institute, Troy, N.Y., 
in June 1950. 


WHITE HOUSE CONFERENCE 
GETS TOKEN CONTRIBUTION 


The sum of $100 has been contributed 
by the Association to the Midcentury 
White House Conference on Children 
and Youth following action taken by 
the Board of Trustees by mail vote. 

The Board voted to make only a 
token contribution “because of the con- 
ference’s official attitude toward effective 
dental participation.” In spite of the 
concern of the dental profession and the 
A.D.A for the health of children, no 
representative of the dental profession 
had been appointed to the National Com- 
mittee. The Association, while willing to 
make its scientific contribution to the 
conference, “does not believe that it is 
advisable to acquiesce in a_ procedure 
that holds that full participation can be 
granted only at the level of financing 
the congress,” Secretary Harold Hillen- 
brand stated. 


JOURNAL FILING CASES 
AVAILABLE 


Filing cases for THE JOURNAL, in a 
pleasing design appropriate to the new 
format, are available from the Central 
Office at 75c per set. Orders should be 
sent to the A.D.A. Business Office. 
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MARCH 1950 JOURNALS 
NEEDED BY BUSINESS OFFICE 
The Business Office of the Association 

has issued a request for copies of the 
March 1950 issue of THE JOURNAL. Mem- 
bers having copies they are willing to sell 
should notify the Business Office by post- 
card, stating the number they have avail- 
able. One dollar will be paid for each 
copy. 


Dental Societies 


CHICAGO DENTAL SOCIETY 
ANNOUNCES MEETING DATES 
The 1951 Midwinter Meeting of the 
Chicago Dental Society will be held at 
the Stevens Hotel February 5 to 8, ac- 
cording to executive secretary Karl S. 
Richardson. 


ROCKY MOUNTAIN SOCIETY 
TO MEET NEXT MONTH 


The annual fall meeting of the Rocky 
Mountain Orthodontists is 
scheduled for November 6 and 7 in Den- 
ver. Information may be obtained from 
the secretary, Dr. Curtis E, Burson, 1232 
Republic Building, Denver. 


Society of 


PANAMA CANAL DENTISTS 
ADDRESSED BY PHILADELPHIAN 


At a meeting of the Panama Canal 
Dental Society at Fort Clayton, Canal 
Zone, August 19, Lester W. Burket of 
Philadelphia was speaker. Dr. 
sjurket, who is professor of oral medicine 
at the Thos. W. Evans Museum and 
Dental Institute, school of dentistry of 
the University of 


gucst 


Pennsylvania, had 


earlier been in Colombia on a visiting 
professorship sponsored by the State De- 
partment and the W. K. Kellogg Foun- 
cation. 


At the same meeting, Col. Warren C., 
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Caldwell, new U. S. Army Caribbean 
dental surgeon, was introduced to the 
members. 


FREEMAN DENTAL SOCIETY 
TO CELEBRATE JUBILEE 


The Robert T. Freeman Dental Society 
of the District of Columbia will celebrate 
its fifticth anniversary November 24-25 
in Washington. The society, named after 
the first Negro graduate in dentistry, is 
the oldest organization of Negro dentists 
and is an affiliate of the National Dental 
Association. Dr. Freeman was a member 
of the first graduating class of Harvard 
University School of Dental Medicine in 
1869. 

At a public meeting November 24 
honoring two of its founders, guest 
speaker will be James M. Dunning, dean 
of the Harvard School of Dental Medi- 
cine. Highlighting the program also will 
be a panel discussion on advancements in 
operative dentistry, prosthetic dentistry 
and pedodontia. Table clinics will be 
held and special exhibits showing fifty 
years of progress in dentistry will be on 
display. 

Members of other dental societies are 
invited to attend the meetings, head- 
quarters of which will be at the Howard 
University College of Dentistry. Further 
details may be obtained by writing to Dr. 
Gerard D. Brown, Jr., 5 53rd Place, 
S.E., Washington, D.C. 


OHIO STATE ASSOCIATION 
tO MEET IN CINCINNATI 


The Cincinnati Dental Society will en- 
tertain the mid-century meeting of the 
Ohio State Dental Association in Cin- 
cinnati, November 26-29, at the Nether- 
land Plaza hotel. 

The list of guests, speakers and clini- 
cians will include Harold W. Oppice, 
who then will be president of the Ameri- 
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can Dental Association, Roy C. Hark- 
rader, president of the Ohio State Dental 
Association and Thomas J. Hill, profes- 
sor of oral pathology and therapeutics at 
Western Reserve University, Cleveland. 
Dr. Hill, author of Oral Pathology and 
40 other publications, will receive the 
Callahan Award for 1950, it is an- 
nounced. 

Dr. Stanley Dorst, dean of the College 
of Medicine of the University of Cincin- 
nati, will speak on “British Medicine in a 
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Nationalized State.” Dean Dorst studied 
the problems of socialized medicine dur- 
ing two trips to Britain. 

Also on the program are sessions for 
general attendance and clinics for limited 
attendance on both technical subjects 
and subjects pertaining to office records 
and management. Table clinics on the 
last day of the meetings will be under 
the chairmanship of Stanley L. Long, 
president of the Cincinnati Dental So- 
ciety. 


Dental Education 


PENNSYLVANIA LICENSING 
EXAMINATIONS ANNOUNCED 


The State Dental Council and Exam- 
ining Board of Pennsylvania has an- 
nounced the following dates and places 
of its licensing examinations in December 
1950 and May and June 1951. 

Dental examinations will be held De- 
cember 4-8 and dental hygiene examina- 
tions December 4-7 at Temple University 
Dental School, Philadelphia. 

Dental clinical examinations will be 
held May 21-23 at the University of 
Pittsburgh School of Dentistry, Pitts- 
burgh; June 4-6 at Temple University 
Dental School, Philadelphia; and June 
18-20 at the University of Pennsylvania, 
Evans Dental Institute, Philadelphia. 

Dental hygiene clinical examinations 
will be held May 22 at the University 
of Pittsburgh School of Dentistry, June 
5 at Temple University Dental School, 
and June 20 at the University of Pennsyl- 
vania, Evans Dental Institute. 

Dental and dental hygiene written ex- 
aminations will be held in Philadelphia 
and Pittsburgh June 21-23. 

Application forms may be obtained by 
writing to Dr. Reuben E. V. Miller, 
Secretary, State Dental Council and Ex- 
amining Board, Northampton National 


Bank Building, Easton, Pa. 


CONNECTICUT LICENSING 
EXAMINATIONS IN NOVEMBER 


Connecticut State dental licensure ex- 
aminations in dentistry and dental hy- 
giene will be held November 14-18 in 
Hartford, Conn., by the Connecticut 
Dental Commission. 

Applications should be in the hands 
of the recorder at least ten days before 
the meeting. Further information and ap- 
plication blanks may be obtained by 
writing to Dr. C. G. Brooks, Recorder, 
302 State Street, New London, Conn. 


WINTER JOINS FACULTY OF 
TEMPLE UNIVERSITY 


Six additions to the faculty of Temple 
University School of Dentistry have been 
announced by dean Gerald D. Timmons. 

Gordon R. Winter has joined the faculty 
as professor of oral diagnosis; Alex J. 
McKechnie, secretary of the faculty and 
instructor in crown and bridge; James J. 
Riviello, instructor in pedodontia; Mil- 
ton Silver, instructor periodontia; 
Harold J. Lantz, instructor in prosthetic 
dentistry; Leonard Zebrowski, instructor 
in operative dentistry; and William 
Irwin, instructor in radiodontia. 

Dr. Winter, president-elect of the 
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American Academy of Dental Medicine, 
has been an active member of the Inter- 
national Association for Dental Research 
for many years and has served as assistant 
professor of oral medicine at the Uni- 
versity of Pennsylvania. The other ap- 
pointees are 1950 graduates of Temple 
University dental school. 


TEMPLE OFFERS TWO WEEK 
COURSE IN ORTHODONTICS 


A two week course in orthodontics will 
be offered January 21 to February 3, 
1951, by Temple University School of 
Dentistry, according to dean G. D. Tim- 
mons. Admission is limited to orthodon- 
tists. 

Details may be secured from Temple 
University School of Dentistry, 3225 
North Broad Street, Philadelphia 40. 


Research 


STUDY SHOWS AMMONIUM 
DENTIFRICE REDUCES CARIES 


A reduction of approximately 20 per 
cent in caries activity in children by the 
supervised use of a dibasic ammonium 
phosphate and urea dentifrice has been 
reported as the result of a two year study 
in Peoria, Illinois. Supervised brushing 
with a non-ammoniated dentifrice is re- 
ported to have resulted in a 10 per cent 
dec reasc, Results were based on 
parison with a control group of children 
whose toothbrushing was not supervised 
and who followed their usual oral hy- 
giene habits. 

The study was conducted by the Uni- 
versity of Illinois and the Dental Division 
of the Illinois State Department of 
Health, under the direction of Robert G 
Kesel. The results of the study contained 
in a preliminary report to the University 
of Illinois Foundation, soon will be pub- 
lished in detail in THE JOURNAL. 
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Legislation 


ADA SPONSORS BILL AMENDING 
ARMY ORGANIZATION ACT 


A new army dental bill sponsored by 
the Association was introduced in the 
Senate (S 4156) September 14 by Sena- 
tor Lester C. Hunt (D., Wyo.) and in the 
House (HR 9658) by Rep. Walter E. 
Brehm (R., Ohio). It would amend the 
Army Organization Act of 1950. The 
bill is designed to give statutory backing 
to the organization of the dental services 
within the standard military framework 
and, in order to enable army dentists to 
function as efficiently in regard to the 
health of their patients as do civilian den- 
tists, places proper emphasis on the pro- 
fessional status of the dentist. 

The bill would amend the act so as to 
designate the chief dental officer of the 
army by a new title, Chief of the Dental 
Corps, and make him responsible to the 
Surgeon General and to the Secretary of 
the Army for all matters concerning army 
dental health. It would change the name 
Army Medical Service to Army Health 
Service as a more comprehensive desig- 
nation. It would require the Secretary 
of the Army to provide approximately 
two dental officers for each thousand per- 
sonnel on active duty. The bill attempts 
also to provide adequate dental auxiliary 
personnel under the jurisdiction of the 
dental corps. 


CONGRESS RECEIVES NEW 
\ID TO EDUCATION BILLS 


A bill introduced in Congress by Rep. 
Hare (D., S.C.) proposes federal aid for 
education of dental and medical students 
in the armed forces. The bill (HR 9501) 
would provide for payment by the govern- 
ment of tuition and an allowance of $75 
per month for dental and medical stu- 
dents provided they agree to serve in the 
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armed forces for a period equal to the 
period they receive such government as- 
sistance. 

A second bill, HR 9508, proposes 
federal grants to dental and medical 
schools for the construction of buildings 
and purchase of equipment. The bill was 
introduced by Rep. Biemiller (D., Wis.) . 


DENTAL SPECIALISTS BILL 
APPROVED BY PRESIDENT 


The A.D.A. sponsored bill HR 8619, 
giving dental specialists professional and 
salary equality with medical specialists in 
the Veterans Administration, was passed 
by the Senate August 23 and signed by 
the President September 5, thereby be- 
coming Public Law 758. 


International 


SCHOOL HEALTH CARE DEFINED 
ON WORLD-WIDE BASIS 


A group of medical officers, pediatri- 
cians, school physicians, health educators 
and nurses, called together by World 
Health Organization, met in Geneva in 
August to define basic principles for 
provision of health care for school-age 
children. A committee of experts on 
school health services met August 5-12 
and listed medical supervision and super- 
vision of dental hygiene as the first of 
five “minimum, comprehensive, continu- 
ous functions” to be performed by school 
health services. The other four functions 
had to do with preventive measures 
against communicable childhood diseases, 
education regarding nutrition, mental 
health, and health education programs. 

The committee emphasized the need 
for school services to be organized as 
“team projects” involving parents, the 
community groups, professional groups, 
social agencies, and others interested in 
child welfare, and also that school health 
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services should be a direct continuation 
of preschool services. 

The meeting was attended by Jacob 
H. de Haas (Netherlands), Dr. Myron 
E. Wedman (U.S.A.), Dr. Emmanuel C. 
de Castro (Brazil), Miss Hanna Lind- 
quist (Sweden), Miss Dorothy B. Nys- 
wander (U.S.) and Dr. Fraser C. Brock- 
ington (U.K.) 


WEST AFRICAN DENTAL CLINIC 
IS IN NEED OF VISUAL AIDS 


The Weber Dental Clinic, of Ebolowa, 
Cameroun, West Africa, is in need of 
visual aids for training purposes. A.D.A. 
member T. A. Shanks, who is in charge 
of the school, states that he has a 35 mm. 
slide projector and a 16 mm. silent movie 
machine, and that slides and films of these 
sizes on almost any dental subject will be 
extremely welcome. 

The clinic, which is for Africans, is a 
self-supporting nenprofit institution oper- 
ated by the Presbyterian Church of the 
U.S.A. Dr. Shanks states that during the 
past year over a thousand dentures have 
been made by the clinic, in addition to 
supplying free dental services for children 
and other services for Europeans. 


MEXICAN STOMATOLOGISTS 
ASSOCIATION IS FOUNDED 


Announcement has been made of the 
founding of a Mexican association of 
stomatologists (Asociacion Mexicana de 
Estomatologos) under the presidency of 
Dr. Yury Kuttler. The association, mem- 
bership of which is composed of both 
dentists and physicians, has as its aims 
to promote the progress of research in 
stomatology and to bring closer relation- 
ship between dentistry and medicine, ac- 
cording to Dr. Kuttler. 

Other officers of the association are 
Fausto Cisneros, secretary, and Diego 
Mufioz L., treasurer. The central office 
of the association is at Lerma 3535-2, 


Mexico, D.F. 
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At the 38th annual session of the Fédération Dentaire Internationale in Paris July 23 to 
30, delegates were greeted by the president of the Republic of France, Vincent Auriol. 
Shown above, left to right, Jean Deliberos (France), chairman of the Organizing Committee 


of the F.D.I. meeting, stands by while president Aurio 


shakes hands with an unidentified 


delegate and another unidentified delegate watches. To their right are Bruce D. Forsyth, 
Assistant Surgeon General, U. S. Public Health Service, who attended the meetings as a 
member of the A.D.A. delegation on the Executive Council of the Federation; A.D.A. 


secretary Harold Hillenbrand, 


chairman of the 


(Greece). 


FELLOWSHIPS OFFERED BY 
WORLD HEALTH ORGANIZATION 


Nine to twelve fellowships for study 
abroad in various fields of public health 
are offered for 1951 by the World Health 
Organization to health workers in the 
U.S. Applicants must be engaged in some 
form of fulltime public health work. 
Grants are for periods of two or three 
months for observation and up to twelve 
months for study. Transportation will be 
provided by WHO in addition to a sti- 
pend of $120 to $200 a month for those 
studying in one place and $240 to $300 
for those moving about. 

Application blanks, which must be 
filed by January 1, 1951, may be ob- 
tained from the Educational Programs 
Branch, Division of International Health, 
U.S. Public Health Service, Washington, 
D.C. 


president 


Finance Committee; A. Yippo 


Commission on Publications and 
and Themis 


of the F.D.I. 


(Finland) Mavrogordato 


NEW DENTAL SPECIALTY 
GROUPS FORMED IN CHILE 


News from Chile concerns postgradu- 
ate courses, a national convention of 
odontologists in 1951, and the founding 
of three new organizations of dental 
specialists. 

Postgraduate courses will be held in 
Chile in October sponsored by the So- 
ciety of Odontologists (Sociedad Odon- 
tologica de Chile) of Santiago. The So- 
ciety also is preparing for a national 
convention in Santiago in September 
1951, to which participants will be in- 
vited from Argentina and other neigh- 
boring countries. 

Announcement has been received also 
of the establishment in Santiago of three 
new societies: a dental public health 
society with Dr. Ismael Carmona as its 
president; an oral pathology society with 
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Dr. Luis Ilabaca as president, and an 
oral surgery society with Dr. Pedro Pena 
as president. 

Our correspondent, Dr. Ral Munoz 
of Santiago, states also that Dr. Carlos 
Tapia Deppasier has returned to Chile 
from a year of study at the University of 
Michigan. Dr. Tapia is secretary of the 
faculty of odontology of the University 
of Chile in Santiago. 


ARGENTINE PROSTHETIC 
GROUP NAMES DIRECTORS 


The Institucion de Protesis Clinica, 
Buenos Aires, Argentina, has announced 
the election of the following board of 
directors for the 1950-52 period. Fer- 
nando Caruso Susa, president; Luis E. 
Lifac, first vice-president; Natalio G. 
Pavese, second vice-president; J. H. Mac 
Hannaford, general secretary; Luis E. 
Tamini, assistant secretary; Oscar 
Romero-Oneto, recording secretary; 
Adolfo Garcia Diez, treasurer; M. S. 
Mazer, assistant treasurer. Voting mem- 
bers are: Oscar E. Benitez, Alberto de 
Cabo, Horacio Fernandez Riera, Carlos 
R. Marquez, Ricardo Solari, Horacio 
Drago and H. Bijovsky. 

The address of the organization is 
Sargento Cabral 827, Buenos Aires. 


PAN AMERICAN ODONTOLOGISTS 
WILL MEET IN NEW YORK 


The fourteenth annual dinner meeting 
of the Pan American Odontological As- 
sociation will be held in New York Wed- 
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nesday evening, December 6, at the Hotel 
Statler. The executive secretary, Ralph 
Howard Brodsky, has announced that 
professional colleagues are cordially in- 
vited to attend the meeting. Requests 
for information should be addressed to 
Dr. Brodsky at 14 East 81st Street, New 
York. 


PARIS TO BE SITE OF 
1951 STOMATOLOGY MEETING 


The twelfth French Congress of 
Stomatology will be held during the 
first two weeks of October 1951 in Paris. 
Registration, and the titles of scientific 
presentations by those willing to take 
part in the meeting, should be sent as 
soon as possible to Dr. P. Friez, General 
Secretary, 42 rue Notre-Dame de 


Champs, Paris 6, France. 


CANADIAN ASSOCIATION TO 
OCCUPY NEW HEADQUARTERS 


The Canadian Dental Association will 
move into its newly purchased headquar- 
ters building at 234 St. George Street, 
Toronto, October 15. 


COLOMBIA PURCHASES 
MOBILE DENTAL UNITS 


The government of Colombia, South 
America, has purchased 15 mobile den- 
tal units from an American manufacturer 
for use in extending dental services 
throughout rural areas. 


Public Health 


PREPAID DENTAL CARE PLAN 
UNDER WAY IN NORTHWEST 


Dentists in Kitsap County, Washing- 
ton, are operating a prepaid dental care 
plan for welfare recipients, according to 
Howard B. Henderson of Bremerton. 


The plan, inaugurated by Kitsap 
County dentists in July 1949, is admin- 
istered by the Kitsap County Medical 
Service Bureau, a nonprofit organization 
operated by local physicians, to which 
the State of Washington, by contract 
with the local dental society, pays 75 
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cents monthly for each person on the 
relief rolls. In return, the dental society 
provides necessary dental care for relief 
recipients in accordance with the law. 
The Medical Bureau retains for admin- 
istrative expenses 10 per cent of the sum 
received. It authorizes treatment, makes 
payments to dentists, and does all book- 
keeping and clerical work. The local 
dental society, through its committee 
composed of the officers of the society 
and two members at large appointed by 
the membership, makes the policies and 
approves all expenditures. The Com- 
mittee also appoints a dentist every three 
months to do screening examinations in 
order to eliminate unessential services 
and plan elective procedures in line with 
available funds. The patients have free 
choice of dentists. 

Although all five groups (those need- 
ing old age assistance, the blind, de- 
pendent children, children without sup- 
port, and others needing general 
assistance) of welfare recipients come 
under the plan, greatest emphasis is 
placed on children up to age 18. By 
agreement with the University of Wash- 
ington graduate school of orthodontia, 
when orthodontic care is essential to the 
health of the child, it is provided by the 
University and the cost of appliances is 
borne by the program. 

Over a period of eleven months, of the 
1,419 people eligible for treatment each 
month, 2 per cent utilized the service. A 
total of 4,931 dental operations were per- 
formed for which dentists received $39,- 
$23, Dr. Henderson said. 


HEALTH INSURANCE PLAN 
CONFERENCE HELD IN CAPITAL 


A conference to secure the advice and 
assistance of organizations interested in 
voluntary health insurance plans was held 
in Washington, D. C., September 9. 
Called by the Subcommittee on Health 
of the Senate Committee on Labor and 
Public Welfare which has been concerned 
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with the administration’s program in re- 
gard to health, the conference was a first 
step in conducting a study “of the status, 
methods of operation, types, potentiali- 
ties and problems of health insurance 
plans in the U.S.” as provided in Senate 
Resolution 273. The study is to be di- 
rected by Dean A. Clark, M. D., general 
director of Massachusetts General Hos- 
pital, with the assistance of Mr. Morris 
Pike, assistant actuary, John Hancock 
Life Insurance Company. 

The A.D.A. was represented by Allan 
O. Gruebbel, secretary of the Council 
on Dental Health. Among other organi- 
zations represented were the American 
Medical Association, American Hospital 
Association, Blue Shield, Blue Cross, Na- 
tional Organization of Public Health 
Nurses, CIO, AFL, UMW and several 
national associations of commercial in- 
surance companies. 


TOPICAL FLUORIDE PROGRAMS 
REPORTED IN THIRTY STATES 


Since the nation-wide topical fluoride 
demonstration program launched by the 
U.S. Public Health Service in 1948, 
demonstrations, under the supervision of 
state health departments, have been con- 
ducted by its demonstration teams in 658 
communities with the cooperation of state 
dental societies and community organiza- 
tions. The demonstrations show how a 2 
per cent solution of sodium fluoride 
should be applied to the teeth of children 
to effect a 40 per cent reduction in new 
dental decay and how community pro- 
grams might operate on a mass treat- 
ment basis. 

Two hundred and eight-five communi- 
ties in 30 states and the District of 
Columbia have established topical fluo- 
ride programs. Some of the programs 
provide dental inspections, fluoride ap- 
plications, referral to family dentists, care 
for children whose parents cannot afford 
dental services, dental health education, 
and follow-up services. Dental health 
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communities have 
been expanded to include fluoride appli- 
cations. 


programs in many 


USPHS CAREER APPOINTMENT 
EXAMINATIONS ANNOUNCED 


Competitive examinations for the ap- 
pointment of dental officers to the regular 
commissioned corps of the U. S. Public 
Health Service will be held in various 
cities throughout the country, according 
to an announcement received. The ex- 
amination will include professional writ- 
ten tests, a practical examination, an oral 
interview, and a physical examination. 
Completed applications must be in the 
Washington office by December 11, 1950. 

Appointments are permanent and pro- 
vide opportunities for career service in 
clinical, public health, and research den- 
tistry. Appointments will be made in the 
grades of assistant and senior assistant, 
equivalent to navy ranks of lieutenant 
(j.g.) and lieutenant respectively. En- 
trance pay is $5,686.56 for assistant den- 
tal surgeons with dependents, and $6,546 
for senior assistants, including rental and 
subsistence allowance. Applicants must 
expect to receive a professional degree no 
later than October 1951, and by that 
time must have completed a total of 
seven years of training and professional 
experience subsequent to high school. 

Application forms and additional in- 
formation may be obtained by writing 
to the Surgeon General, U. S. Public 
Health Service, Federal Security Agency, 
Washington 25, D.C., attention, Division 
of Commissioned Officers. 


STATE HEALTH DEPARTMENT 
RECEIVES KELLOGG GRANT 


A grant of $141,712 to the Massachu- 
setts Department of Public Health, to 
assist in the expansion of its program of 
field training of public health personnel, 
has been announced by the W. K. Kellogg 
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Foundation. The grant is to be paid in 
five annual installments, the first of 
which was disbursed by the Foundation 
September 1. 

The need for field training facilities 
for the public health professions is due to 
the enactment, in 1949, of state legisla- 
tion which compels communities of less 
than 35,000 population to combine, for 
public health purposes, into units having 
at least that population. 

Funds for the expanded program of 
field training are being contributed by 
the state, the U.S. Public Health Serv- 
ice, Harvard University, the University 
of Massachusetts, and the Foundation. 
The program is a cooperative undertak- 
ing involving the Massachusetts Depart- 
ment of Public Health, certain health de- 
partments and other local agencies in 
selected areas, as well as in professional 
schools using the areas. 


THREE USPHS FELLOWSHIPS 
IN DENTAL SUBJECTS AWARDED 


Recent USPHS grants of $261,700 for 
fellowships, announced by FSA adminis- 
trator Oscar R. Ewing, include three for 
research in subjects related to dentistry. 
They are: a grant of $1,200 to Anna J. 
Reid, Medical College of Alabama, 
Birmingham, for a general study of the 
chemical cemposition of human saliva; 
$3,000 to James K. Avery, University of 
Rochester, Rochester, N.Y., for a study 
of the development of teeth; and $3,600 
to Nicholas Di Salvo, Columbia Uni- 
versity College of Physicians and Sur- 
geons, New York, for studies of factors 
influencing salivary flow. 

The fellowships were awarded on the 
recommendation of the fellowship boards 
of the six National Institutes of Health 
and with the approval of Dr. Leonard A. 
Scheele of the U.S. Public Health Service. 
Yearly stipends of the fellowships pro- 
vide $1,200, plus $400 for dependents, 
for those with a bachelor’s degrec; 
$1,600, plus $400 for dependents, for 
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those with a master’s degree, and $3,000, 
plus $600 for dependents, for those with 
a doctor’s degree. 


QUARTER OF POPULATION 
ENROLLED IN BLUE CROSS 


Twenty-four per cent of the popula- 
tion of the United States were enrolled 
in voluntary, nonprofit Blue Cross hos- 
pital care plans June 30, 1950, according 
to Richard M. Jones, director of the Blue 


ATOMIC ENERGY IN DENTISTRY 
REPRINT IS AVAILABLE 


Dentists wishing to keep abreast of 
current knowledge relating to atomic 
energy in dentistry should order reprints 
of the August-September issue of the 
New York Journal of Dentistry. 

The 71 page reprint, entitled “An In- 
troduction to Dental Applications of 
Atomic Energy,” is taken from the Pro- 
ceedings of the Atomic Energy Program 
Committee of the First District Dental 
Society of New York. It includes ten 
articles and discussions by leaders in the 
field as well as general information neces- 
sary to an understanding of the subject. 

The committee, which is the first of 
its kind to be established by any branch 
of organized dentistry in the world, is 
under the chairmanship of Theodore 
Kaletsky of Jamaica, Long Island. 

Reprints may be secured from the First 
District Dental Society, Hotel Pennsyl- 
vania, New York 1. 


ERROR IN J.A.D.A. 
MID-CENTURY ISSUE 


In the map appearing on page 707 of 
the MID-CENTURY ISSUE OF THE JOURNAL 
published June 1950, a school for the 
training of dental hygienists should have 
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Cross Commission of the American Hos- 
pital Association. In addition, 25 per 
cent of the population of the cight 
Canadian provinces served by Blue Cross 
were enrolled, making a total of more 
than 38,500,000 persons in the United 
States and Canada, 1,141,680 of whom 
joined the plan during the second quarter 
of 1950. It is estimated that an enroll- 
ment figure of more than 40,000 mem- 
bers in Blue Cross is assured by the end 
of the year, Mr. Jones stated. 


been indicated for the state of Oregon 
and none should have been indicated for 
the state of Texas. 


BUREAU OF STANDARDS 
HAS CIRCULAR ON PLASTICS 


A new circular published by the Na- 
tional Bureau of Standards summarizes 
the activities of the Bureau in the field 
of plastics since 1917. The program is 
presented under the headings: properties 
of plastics, testing of plastics, plastic 
materials, applications of plastics, speci- 
fications for plastics, general information 
on plastics, and investigation of German 
technology. 

Systematic ‘studies of the properties 
and physical constants of plastics, which 
according to the Bureau constitute the 
largest part of the experimental work on 
plastics performed in their laboratories, 
relate to special fields including den- 
tistry. Apparatus used in the determina- 
tion of the properties of plastics is il- 
lustrated in the 14-page circular and a 
bibliography of 160 NBS publications is 
included. 

The circular (National Bureau of 
Standards Circular 494, Plastics Research 
and Technology, of the National Bureau 
of Standards) is available from the 
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Superintendent of Documents, U.S. 
Government Printing Office, Washington 
25, D.C., for 15 cents a copy. 


INTER-ASSOCIATION HEALTH 
COMMITTEE TO MEET 


The next meeting of the Inter-Asso- 
ciation Committee on Health will be held 
at the Statler Hotel, New York, October 
7 and 8, 1950. The two day meeting will 
be devoted to a discussion of the com- 
mittee’s procedures to perfect working 
relations between the six national groups 
which comprise its membership. 


BROOKLYN HOSPITAL DENTAL 
DEPT. LISTING CORRECTED 


An error appeared on page 263 of the 
August number of THE JOURNAL in the 
listing of approved hospital dental depart- 
ments. The information regarding The 
Jewish Hospital of Brooklyn should be 
corrected to read, “Abraham Levine, 
D.D.S., and Matthew D. Levin, D.D.S., 
Attending, Dental Department.” 


CRUSADE FOR FREEDOM 
APPOINTMENT ANNOUNCED 


The appointment has been announced 
by Gen. Lucius D. Clay, national chair- 
man of the Crusade for Freedom, of Gen. 
J. Fulmer Bright, medical director of the 
Virginia Industrial Commission, as cru- 
sade chairman for the State of Virginia. 

The Crusade for Freedom is sponsored 
by the National Committee for a Free 
Europe, Inc., an organization of Ameri- 
can citizens who operate Radio Free 
Europe as an independent counterpart 
of the government operated Voice of 
America. The enshrinement of Freedom 
Scrolls in the base of a 10-foot Freedom 
Bell to be hung in Berlin behind the Tron 
Curtain also is planned. 


In accepting the appointment, Gen. 
Bright said that the Crusade gave op- 
portunity to every man, woman and 
child in the United States to “sign a 
declaration in the cause of world free- 
dom and peace . . . (and to) build an 
effective organization to help defeat the 
Kremlin in the crucial battle to win men’s 
minds.” 

National headquarters of the organiza- 
tion are at Room 301, Empire State 
Building, 350 Fifth Avenue, New York 1. 


DENTAL MEDICINE GROUP 
TO MEET IN NEW YORK 


The American Academy of Dental 
Medicine will hold its annual mid-winter 
meeting and luncheon at the Hotel Stat- 
ler, New York, December 3. All members 
and interested dentists and physicians 
are invited to attend. The program and 
reservations may be obtained from Dr. 
William M. Greenhut, National Secre- 
tary, 124 East 84th Street, New York 28. 

At its fourth annual meeting in Boston 
in June, Louis R. Burman, assistant pro- 
fessor of periodontia and instructor in 
anatomy at New York University College 
of Dentistry, took office as president to 
succeed George A. Bruns of Boston whose 
term expired. President-elect is Gordon 
R. Winter, professor of diagnosis, ‘Temple 
University dental school. Secretary Wil- 
liam R. Greenhut and journal editor 
Allan N. Arvins were re-elected. Harold 
Gelhaar was made treasurer. 


KANSAS CITY DENTAL SCHOOL 
ALUMNI PLAN 70th MEETING 


The seventieth annual clinic meeting 
of the Alumni Association of the Uni- 
versity of Kansas City school of dentistry, 
Kansas City-Western Dental College, 


will be held in Kansas City, Mo., March 
12-13, 1951, at the President Hotel. All 
A.D.A. members are cordially invited to 
attend. 
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NAVAL DENTAL RESEARCH 
SHOWN AT STATE FAIR 


An exhibit attracting considerable at- 
tention at the Minnesota State Fair in 
St. Paul during August was the Navy’s 
display featuring two phases of dental 
research. One research project concerned 
attempts to eliminate the pain of dental 
treatment by the electronic 
counter-vibrator. Another part of the ex- 
hibit depicted the relation of diet to den- 
tal decay, particularly the effect of a low 
carbohydrate intake The displays were 
prepared by the Dental Research Facility 
at the Naval Training Center at Great 
Lakes, Illinois. 


use of an 


BALTIMORE ALUMNI INVITED TO 
ATLANTIC CITY HEADQUARTERS 


Alumni of the Baltimore College of 
Dental Surgery dental school, University 
of Maryland, are invited to visit alumni 
headquarters in the Hotel Claridge, At- 
lantic City, during the A.D.A. meetings 
in that city October 30 to November 2. 
alumni association president Harry B 
McCarthy has announced. 


DENTAL ASSOCIATION 


Erwin Dain Canham, editor of The Christian 
Science Monitor, who will speak at the general 
meeting during the ninety-first annual session of 
the A.D.A. in Atlantic City on Tuesday, October 
31. His subject will be "The Basic Challenge of the 
Crisis of our Time.’ 


AAAS MEETINGS WILL BE 
IN CLEVELAND 


The annual meeting of the American 
Association for the Advancement of 
Science will be held December 26-30 in 
Cleveland with headquarters at the Stat- 
ler Hotel. Of interest to members of the 
dental profession are the sessions of the 
section of chemistry, a symposium of the 
biological effects of radiation, the four 
sessions on dental research of all govern- 
mental agencies, and the joint program 
of the subsection on pharmacology with 
the scientific session of the American 
Pharmaceutical Association, according 
to assistant administrative secretary Ray- 
mond L. Taylor. 

Advance registration is advised. De- 
tails can be obtained by writing to The 
American Association for the Advance- 
ment of Science, 1515 Massachusetts 


Avenue N. W., Washington 5, D.C. 


DENTAL DEALERS ATTEND 
TRAINING COURSE 


At the third annual summer con- 
ference on dental supply house manage- 
ment held in Columbus, Ohio, July 17 
to 21, eight students satisfactorily com- 
pleted the dental dealers’ training course 
and were awarded certificates. The 
course, designed for dental supply house 
owners and managers and dental manu- 
facturers’ representatives, is conducted 
annually by Ohio State University in co- 
operation with the Dental Dealers of 
America. 
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Following is the text of the special 
registration and draft act covering den- 
tists, physicians and allied specialists, 
signed by President Truman September 9. 
See news story, page 472. 


AN ACT to amend the Selective Service Act 
of 1948, as amended, and for other purposes. 

Be it enacted by the Senate and House of 
Representatives of the United States of 
America in Congress assembled, that section 
4 of the Selective Service Act of 1948, as 
amended, is hereby amended by adding at the 
end thereof the following subsections: 

(i) (1) Nothwithstanding any other pro- 
vision of this title, except subsections 6 (j) and 
6 (o), the President is authorized to require 
special registration of and, on the basis of 
requisitions submitted by the Department of 
Defense and approved by him, to make special 
calls for male persons qualified in needed- 

(A) medical and allied specialist cate- 
gories who have not yet reached the age 
of fifty at the time of registration, and 

(B) dental and allied specialist cate- 
gories who have not yet reached the age 
of fifty at the time of registration. 

Persons called hereunder shall be liable 
for induction for not to exceed twenty-one 
months of service in the Armed Forces. No 
such person who is a member of a Reserve 
component of the Armed Forces shall, so long 
as he remains a member thereof, be liable 
for registration or induction under this sub- 
section, but nothing in this subsection shall 
be construed to affect the authority of the 
President under any other provision of law to 
call to active duty members and units of Re- 
serve components. No person in the medical, 
dental and allied specialist categories shall be 
inducted under the provisions of this subsec- 
tion after he has attained the fifty-first anni- 
versary of the date of his birth. 

(2) In registering and inducting persons 
pursuant to paragraph (1) of this subsection, 
the President shall, to the extent that he con- 
siders practicable and desirable, register and 
induct in the following order of priority: 

First. Those persons who participated 
as students in the Army specialized train- 
ing program or similar program admin- 
istered by the Navy, and those persons 
who were deferred from service during 
World War II for the purpose of pur- 
suing a course of instruction leading to 
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education in one of the categories re- 

ferred to in clauses (A) and (B) of 

paragraph (1) of this subsection, who 
have had less than ninety days of active 
duty in the Army, the Air Force, the 

Navy, the Marine Corps, the Coast 

Guard, or the Public Health Service sub- 

sequent to the completion of or release 

from the program or course of instruc- 
tion (exclusive of the time spent in post- 
graduate training). 

Second. Those persons who participated 
as students in the Army specialized train- 
ing program or similar programs admin- 
istered by the Navy, and those persons 
who were deferred from service during 
World War II for the purpose of pursuing 
a course of instruction leading to educa- 
tion in one of the above categories, who 
have had ninety days or more but less 
than twenty-one months of active duty 
in the Army, the Air Force, the Navy, the 
Marine Corps, the Coast Guard, or the 
Public Health Service subsequent to the 
completion of or release from the program 
or course of instruction (exclusive of the 
time spent in postgraduate training). 

Third. Those who did not have active 
service in the Army, the Air Force, the 
Navy, the Marine Corps, the Coast Guard, 
or the Public Health Service subsequent 
to September 16, 1940. 

Fourth. Those not included in. the 
first and second priority who have had 
active service in the Army, the Air Force, 
the Navy, the Marine Corps, the Coast 
Guard, or the Public Health Service sub- 
sequent to September 16, 1940. Induc- 
tions of persons in this priority siaall be 
made in accordance with regulations pre- 
scribed by the President which may pro- 
vide for the classification of such persons 
into groups according to the number of 
full months of such service which they 
have had and for the induction of the 
members of any such group after the in- 
duction of the members of any other 
such group having a lesser number of full 
months of such service. 

In the selection of individuals from among 
the categories established by subsection (i) 
for induction, the President is authorized, 
under such rules and regulations as he may 
prescribe, to provide for the deferment of 
any individual whose deferment is found to 
be equitable and in the national interest, tak- 
ing into consideration the length of his previous 
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service in the Armed Forces (including the 
Coast Guard and the Public Health Service) 
of the United States, the extent of his partici- 
pation in the Army specialized training pro- 
gram or similar program administered by the 
Navy, reasons of hardship or dependency, and 
the maintenance of the national health, safety, 
or interest. 

(3) It is the sense of the Congress that 
the President shall provide for the annual 
deferment from training and service under 
this title of numbers of optometry students 
and premedical, preosteopathic, preveterinary, 
preoptometry and predental students at least 
equal to the numbers of male optometry, pre- 
medical, preosteopathic, preveterinary, pre- 
optometry and predental students in attend- 
ance at colleges and universities in the United 
States at the present levels, as determined by 
the Director. 

(j) The President shall establish a Na- 
tional Advisory Committee which shall advise 
the Selective Service System and shall co- 
ordinate the work of such State and local 
volunteer advisory committees as may be es- 
tablished to cooperate with the National Ad- 
visory Committee, with respect to the selection 
of needed medical and dental and _ allied 
specialist categories of persons as referred to 
in subsection (i). The members of the Na- 
tional Advisory Committee shall be selected 
from among individuals who are outstanding 
in medicine, dentistry, and the sciences allied 
thereto, but except for the professions of 
medicine and dentistry, it shall not be manda- 
tory that all such fields of endeavor be repre- 
sented on the committee. In the performance 
of their functions, the National Advisory Com- 
mittee and the State and local volunteer ad- 
visory committees shall give appropriate 
consideration to the respective needs of the 
Armed Forces and of the civilian population 
for the services of medical, dental, and allied 
specialist personnel; and, in determining the 
medical, dental, and allied specialist personnel 
available to serve the needs of any community, 
such committees shall give appropriate con- 
sideration to the availability in such com- 
munity of medical, dental, and allied specialist 
personnel who have attained the fifty-first an- 
niversary of their birth. 

SEC. 2. Notwithstanding the provisions of 
section 203 of Public Law 351, Eighty-first 
Congress, commissioned officers of the reserve 
components called or ordered to active duty 
with or without their consent, shall, if other- 
wise qualified, be entitled to the benefits of 
section 203 of Public Law 351, Ejigehty-first 
Coneress. 

SEC. 3. Section 202 of the National Se- 
curity Act of 1947, as amended, is hereby 


492 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


amended by adding at the end thereof the 
following subsections: 


(g) Under such regulations as he shall 
prescribe, the Secretary of Defense with the 
approval of the President is authorized to 
transfer between the armed services, within 
the authorized commissioned strength of the 
respective services, officers holding commis- 
sions in the medical services or corps including 
the Reserve components thereof. No officer 
shall be so transferred without (1) his con- 
sent, (2) the consent of the service from which 
the transfer is to be made, and (3) the con- 
sent of the service to which the transfer is to 
be made. 

(h) Officers transferred hereunder shall be 
appointed by the President alone to such com- 
missioned grade, permanent and temporary, 
in the armed service to which transferred and 
be given such place on the applicable pro- 
motion list of such service as he shall de- 
termine. Federal service previously rendered 
by any such officer shall be credited for pro- 
motion, seniority, and retirement purposes 
as if served in the armed service to which 
transferred according to the provisions of law 
governing promotion, seniority, and retirement 
therein. No officer upon a transfer to any 
service from which previously transferred shall 
be given a higher grade, or place on the ap- 
plicable promotion list, than that which he 
could have attained had he remained con- 
tinuously in the service to which retransferred. 

(i) Any officer transferred hereunder shall 
be credited with the unused leave to which he 
was entitled at the time of transfer. 

SEC. 4. Notwithstanding any other provi- 
sion of law, where any person who served on 
active duty as a physician or dentist in the 
Armed Forces (including the Public Health 
Service) of the United States subsequent to 
September 16, 1940, thereafter has been, or 
shall be, recalled to active duty as a physician 
or dentist in the Armed Forces (including the 
Public Health Service) of the United States, 
such person may, under regulations prescribed 
by the President, be promoted to such grade 
or rank as may be commensurate with his 
medical or dental education, experience, and 
ability. 

SEC. 5. No person inducted under the pro- 
visions of this Act shall be entitled to the 
benefits of the provisions of section 203 of 
Public Law 351, Eight-first Congress. 

SEC. 6. For the purposes of this Act, the 
term “allied specialist categories” shall in- 
clude, but not be limited to, veterinarians, 
optometrists, pharmacists, and osteopaths. 

SEC. 7. This Act, except for section 2 and 
section 5, shall terminate on July 9, 1951. 
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The Reader Comments 


THE JOURNAL devotes this section to comment by 
current interest to dentistry. The editors reserve the right to edit all com- 


readers on topics of 


munications to fit available space and require that all letters be signed. 
Signatures will be deleted before publication at the request of the author. 
Printed communications do not necessarily reflect the opinion or official 
policy of the Association. Your participation in this section is invited. 


IN DEFENSE OF THE DISUSE- 
CONCEPT IN CARIES 


Your editorial in the July issue invites some 
clarification. During the war dental caries was 
reduced in the northern European countries, 
more in some places, less in others. Many 
authors examined and _ scrutinized, from 
various angles, the possible changes in the 
diets that may have led to better teeth, in- 
cluding chemical composition, refinement, 
vitamin content and trace elements. The very 
conspicuous changes in the texture of the diet 
which led to an increased dental function 
were sadly neglected. The purpose of the 
paper in the British Dental Journal to which 
you were referring, was to point to this 
omission and to the change in the texture of 
the bread which may have had some bearing 
on the decrease in the caries rate. The con- 
clusion was put forward as a cautious sug- 
gestion. 

In regard to refined carbohydrates other 
than sugar, it was stated that the inhabitants 
of southern Italy and Sicily had remarkably 
good teeth in spite of a very high consumption 
of these carbohydrates which are considered 
readily fermentable. Fluorine accounted for 
differences in the caries rate in various places 
in the United States; it does not explain the 
singularly low caries rate in southern Italy as 
the water supply in Naples, for instance, con- 
tains 0.2 ppm. fluorine, much too low to ac- 
count for high caries immunity. Dental hygiene 
is poor, toothbrushes are uncommon. Heredi- 
tary traits and sunshine could hardly take the 
credit as Neapolitans average after one genera- 
tion in the United States as poor teeth as 
their fellow citizens, and the abundance of 
sunshine has done nothing to improve the lot 
of the teeth of the Australians or Californians. 

Bread in southern Italy is an important 
staple; it is hard crusted, and eaten in slices 
of two inch thickness and more. Function 
should not be overlooked in any attempt to 


The Editor 


account for the excellent teeth of the southern 
Italians. 


H. H. Neumann, M.D., New York 


TRIBUTE TO THE CANAL ZONE 
DENTISTS 


When the complete and final history of the 
Panama Canal is written, a service that will 
not be overlooked or overrated is that of the 
District Dentists. Since the first appointment 
to this category on September 1, 1908, 35 men 
have at various tines held an appointment, 
seven of whom are presently on active duty. 

Three of these men, Dr. Vern Prier, Louis- 
ville (1916), Dr. H. W. Mitten, Baltimore 
(1908), and Dr. William H. Grant, Louis- 
ville (1917), with an aggregate service of 105 
years, were on the Canal Zone while the late 
General George W. Goethals was Governor. 
All are charter members of the local dental 
society, hold now or have in the past held 
memberships in “Stateside” professional 
groups, are more or less prominent in religious, 
fraternal, civic and social organizations. 

Since this uniquely cosmopolitan area (The 
Cross Roads of the World) is visited by per- 
sons from every country and all walks of life, 
it would naturally follow that on their lists of 
patients would be found the names of past 
Presidents, Ambassadors, Governors, Lords, 
Ladies, Dukes and Duchesses and Earls, 
Bishops, Judges, Jesuits, Barbers and Beach- 
combers, Generals and G.I.s, Democrats and 
Republicans, Elks and Rotarians, many Ad- 
mirals and Princes. Should you be fortunate in 
finding any of them in a reminiscent mood, 
the human interest stories that would follow 
would be superb. In brief, our organization 
recommends them to you as good colleagues, 
good citizens and good friends. 

Lt. Col. Walter H. Becker, D.C. 
President, Panama Canal Dental Society 
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Book Reviews 


SOCIAL SECURITY LEGISLATION 
fHROUGHOUT THE WORLD 


Prepared by Carl H. Farman and Veron- 
ica Marian Hale. Federal Security Agency, 
Social Security Administration. Bureau 
Report No. 16. Index. 176 pages. For 
sale by Superintendent of Documents, 
United States Government Printing Office, 
Washington, D. C. Price 75 cents. 1949. 


Educational and informational publications of 
federal agencies are suspect of being bent in 
the direction of the political and philosophical 
leanings of those heading the agencies. This 
is especially true of the reports stemming from 
the Federal Security Agency and its compo- 
nents. Social Security Legislation Throughout 
the World, however, is on the whole, an ob- 
jective presentation in chart form of the world- 
wide development of social security programs 
created by legislation. 

The five page introduction is devoted mainly 
to an explanation of the basis for each of the 
five charts, the bases being determined by the 
type and duration of the risk of income loss 
to the persons covered under the programs. 
Old age, invalidity, survivor's insurance and 
pension programs are grouped under Chart I, 
these being considered long term risks. Health 
and maternity insurance programs, so-called 
short term risks, are grouped under Chart II. 

Each of the charts lists the countries having 
one or more of the programs. The breakdown 
of the charts is substantially identical; major 
headings include the coverage of the program, 
the source of its funds, the type of benefits, 
qualifications of beneficiaries, and the admin- 
istrative features. In addition to the charts, the 
work contains a summary of significant legisla- 
tion enacted from 1939 through 1949, and an 
excellent index, arranged alphabetically by 
country, of the various types of programs in 
effect in each country. 

The worldwide trend toward increased 
security and health programs is emphasized in 
the introduction and reflected in the charts. 
Particular stress is placed on the increase in 
the number of countries providing health and 
maternity insurance. Twenty-four countries 
had such programs in 1939, while thirty-six 
had them in effect in 1949 

The merits of the compilation as a ready 
reference source for world trends in health 
anc! security legislation, and for simple analyses 
of each country’s programs, make it a worth- 


while addition to the library of anyone in- 
terested in the future of health and security 
legislation in this country or abroad. 

Bernard ]. Conway 


AUDIOLOGY: THE SCIENCE OF HEARING 


By Norton Canfield, M.D. 45 pages. Price 
$1.75. Springfield, Ill.: Charles C 
Thomas, 1949. 


For those interested in a brief, readable de- 
scription of audiology, the science of hearing, 
this monograph is the answer. It is written 
in terms understandable to the layman and 
should help to provoke a new interest in hear- 
ing problems. 

The term “audiology” expresses a new con- 
cept and is being used more and more to 
indicate the generalized approach to hearing 
problems—the bringing together of all pro- 
fessions, medical and nonmedical, in the in- 
terest of the individual with impaired hearing. 

Dr. Canfield draws upon his experience as 
Consultant in Audiology, Veterans Administra- 
tion, and Consultant in Otolaryngology, Office 
of the Surgeon General, Department of the 
Army, Washington, D.C., in the presentation 
of his material. He believes that if the otologist 
cannot improve hearing and prevent its loss 
he must then be concerned with the best use 
of residual hearing. 

The Audiology Centers which developed 
during World War II are mentioned and the 
roles of the otologist, psychiatrist, acoustic 
physicist, audiometrist and speech therapist 
are outlined. Convincing statistics are quoted 
to indicate the benefits which individuals de- 
rived from these centers. 

Dr. Canfield points out that the greatest 
opportunity for “preventing and decreasing 
the burden of impaired hearing” is with chil- 
dren. He refers, however, to the lack of ade- 
quate facilities for medical and rehabilitation 
care once the handicapped have been dis- 
covered. The need for hearing evaluation of 
workers in industry is mentioned and its im- 
portance stressed. 

Increasing numbers of universities are now 
operating audiology centers and it is in these 
centers and those developed by governmental 
medical services that Dr. Canfield expects im- 
portant contributions will be made to the 
science of hearing. 
Mary L. Thompson 
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Reports of Councils 


COUNCIL ON HOSPITAL DENTAL SERVICE 


Dental services in hospitals 


The assigned duties of the Council on Hospital Dental Service are to improve and 
approve hospital dental departments and to inspect and recommend for approval or 
nonapproval internships and residency programs. The Council’s scope of activity may 
be appreciated when it is realized that there are more than 1,800 hospitals in this 
country professing to have dental departments, which sooner or later will be request- 
ing approval. 

As one of its projects, the Council has been compiling a roster of dentists holding 
hospital staff appointments which disclosed that there are about 7,000 dentists serving 
in this capacity. 

To facilitate inspections on a local level, the component state societies were 
requested to form committees on hospital dental service. At this time 46 states have 
cooperated with a membership of over 300. Your state committees will be helpful 


if you will only solicit their aid. 


QUESTIONS AND ANSWERS 


Q + What are the minimal physical re- 
quirements necessary for approval of the 
dental department? 

A+ The “Basic Standards” are not def- 
inite on this subject. The requirements 
have been interpreted to include a dental 
chair with sufficient instruments to ade- 
quately perform the dental and oral serv- 
ices offered by the department. The x-ray 
facilities may be in an X-ray Department 
or in the dental clinic. 

Q * How large need the hospital be for 
approval; that is, number of beds? 

A+ There is no bed capacity require- 
ment in the “Basic Standards” which 
prevents small hospitals from being ex- 
amined and approved. 

Q * Must the dental department offer 
complete dental and oral services before 
it may be inspected and approved? 

A * While it is desirable to offer a com- 
plete oral service the “Basic Standards” 
do not require it. A minimal service may 
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be defined as one offering only diagnosis 
and treatment for the relief of pain and 
the elimination of oral infections. 

Q « Is it necessary to have a dental intern 
on duty before requesting approval of the 
dental department? 

A + An internship training program is 
desirable but not necessary for approval 
of the dental department. 

Q * Is it necessary for the dental depart- 
ment to develop a dental formulary be- 
fore requesting inspection? 

A + No. A current edition of Accepted 
Dental Remedies will suffice. 

Q + Are there any specifications for nam- 
ing the department? 

A * Yes. The name should include either 
the word “dental” or “dentistry.” Oral 
surgery will not suffice. 

Q * Is a dental library necessary? If so 
what should it include? 


This is one of @ series of informative papers prepared 
at the request of the Council on Hospital Dental Serv- 
ice. The opinions expressed ere those of the author and 
do not recessarily reflect the opinions of the Council. 
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A+ A dental library is necessary. A few 
current textbooks plus Accepted Dental 
Remedies should be available in the den- 
tal department. The American Dental 
Association journals plus current text- 
books should be included in the main 
library. The library problem may be 
solved easily by asking for donations of 
books and journals from the staff mem- 
bers. 

Q + Should the dental department have 
autonomy? 

A + The answer to this question is rela- 
tive to the status of the other departments 
in the hospital. If the other departments 
enjoy autonomy, the dental department 
should have an equal status. 

Q + What hospital privileges are re- 
quired for the dental staff? 

A + The dental staff should enjoy equal 
rights and privileges with the other staff 
members as (1) right to admit patients 
to the hospital, (2) care and prescribing 


for them in the hospital, (3) dismissal 
privileges, and 
ileges. 

Q * What status is required for the chicf 
of the dental service? 


+) operating room priv- 


COUNCIL 


ON DENTAL 


For the last decade the status of the 
dental laboratory and the dental labora- 
tory technician and their relation to the 
dental profession has been. a subject of 
much debate. There have been many 
cross fires. The present confusion can 
hardly be charged to any one agency. It 
is caused by three main difficulties: (1) 
the failure of laboratories to agree among 
themselves; (2) the failure of dentists to 
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TRADE AND LABORATORY RELATIONS 


The dental laboratory issue: 


II. The present confusion 


A + He should be on an equal status with 
the chiefs of the other services and be 
eligible to, but not necessarily a member 
of, the hospital! board. 

Q + Should the dental department and 
its staff be given official status by inclu- 
sion in the hospital bylaws? 

A * It is necessary that the dental depart- 
ment and staff be given official status in 
the bylaws as it is the only way that den- 
tistry may be given a legal and permanent 
hospital status. Changing the bylaws is 
often a slow process and the Council has 
approved hospital dental services where 
the superintendent has gone on record 
as approving such a change as soon as 
possible. 

Q + How should the chief of the dental 
department request American Dental 
Association approval? 

A + By writing to the chairman of the 
Council on Hospital Dental Service: Dr. 
Edward C. Dobbs, 618 W. Lombard 
Street, Baltimore 1, Maryland. 


J. Frank Hall, D.D.S. 
Former secretary, Council on Hos- 
pital Dental Service 


agree among themselves; and (3) the 
failure of laboratories and dentists to 
agree upon their mutual problems and 
relationships. 

Efforts to bring order out of the con- 
fusion——not to say chaos—both on a state 


This article is the second in a series of six prepared 
by the Counci! on Dental Trade and Laboratory Rela 
tions on the p between dentistry and one of 
ts most suxiliaries, 


relationsh 


mportant 
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DENTAL TRADE AND LABORATORY RELATIONS . 


and national scale have not been singu- 
larly successful. Indeed, it is a bit difficult 
at this juncture to ‘discover a definite 
trend in any one of the several move- 
ments under way which may be expected 
ultimately to lead to a settlement on a 
national basis of the vexing issues of the 
present day. There are several familiar 
undertakings. 

The regulation of laboratories and the 
licensing of technicians by law has been 
widely discussed. The enactment of stat- 
utes in the states, in amendments to the 
dental practice acts, providing for the 
issuance by dentists of prescriptions, or- 
ders or authorizations for prosthetic serv- 
ice by laboratories and confining the 
laboratories strictly to such work for den- 
tists, is making more extended headway. 
The accreditation plan advanced by the 
Prosthetic Service Committee in 1944 on 
a national basis and now advocated by 
the Council on Dental Trade and Labo- 
ratory Relations on a state basis with ad- 
herence to certain national 
principles appears to gain ground each 
year. Brief reference to each of these 
situations, in all of which widely diver- 


governing 


gent views prevail, may be in order. 


Legislation for the registration of labo- 
ratories and the licensing of technicians, 
attempted in several instances, so far has 
been unsuccessful. No state has yet en- 
acted a statute regulating and governing 
the laboratories in detail. One state only, 
South Carolina, has enacted a law pro- 
viding for the licensing of dental techni- 
cians. This law, No. 864, passed in 1946, 
provides for “certificates of registration” 
for two classes: registered apprentices 
and registered dental laboratory techni- 
cians. The apprentice is expected to work 
under the direction of the technician. 
The State Board of Dental Examiners 
administers the law. The prospective 
technician must have worked as a regis- 
tered apprentice for three years, must be 
twenty-one years of age and must pass 
a satisfactory examination before the 
Board. Technicians employed by a prac- 
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titioner of dentistry in his private office 
on a salary basis are exempted from the 
provisions of the act. No attempt is made 
under this law to regulate the labora- 
tories but it does provide that they shall 
be open to inspection by a representative 
of the State Board of Dental Examiners 
at any time. 

The law has not met with the full 
endorsement of the dentists of the state 
and efforts have been made, and are still 
being made, for its repeal. It is not easy 
to discover the degree of success or fail- 
ure of the law. The disinterested observer 
finds that it all depends on the attitude 
of the individual who is questioned. Cer- 
tainly it cannot be said that the South 
Carolina law and the experience under 
it have set a pattern. 

In recent years several other state leg- 
islatures have entertained bills looking to 
the regulation of laboratories and the 
licensing of technicians, sometimes ad- 
vanced by laboratories, sometimes by 
dentists, sometimes by cooperation of 
dentists and laboratories, but never with 
the cordial approval of the entire trade 
and the entire profession. None of these 
proposals have been enacted into law. A 
California bill in 1949 (Assembly, No. 
1808) provided for the licensing of mas- 
ter dental technicians, dental technician 
specialists, dental technician helpers and 
dental technician apprentices and au- 
thorized the issuance of a dental labora- 
tory license to a master dental technician. 
A separate board of dental technician 
examiners was proposed. 

Repeated efforts to enact laboratory 
legislation have been made in Connec- 
ticut. The latest bill (House, No. 1001) 
introduced in 1949, very complete in 
detail, provided for a board of exam- 
iners, for the licensing of master dental 
technicians, for the registration of tech- 
nician apprentices and for the registra- 
tion of dental laboratories. 

As early as 1925 a bill was introduced 
in the New York Legislature, advanced 
by the laboratories, authorizing the licens- 
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ing of dental technicians to be designated 
as “prosthetic dentists,” and in 1929 a bill 
was passed providing for the licensing of 
master dental technicians and referring 
to them as “practitioners.” This bill was 
repealed the following year. Legislation 
has been attempted several times since. 
The latest bill (Assembly, No. 1487) 
which failed of passage in 1950 was pro- 
posed by the laboratories without con- 
sultation with the dental profession. It 
provided for the registration of dental 
laboratories under the direction of the 
state commissioner of education and 
made no reference to dental technicians. 
This bill provided that the registered den- 
tal laboratory should be “restricted to fill- 
ing prescriptions of licensed dentists only” 
and should “in no manner be authorized 
to perform any services for the general 
public.” 

Other conspicuous bills, dealing with 
the status of the dental laboratory and 
the dental technician have been pro- 
posed: in Illinois in 1939 (Senate, No. 
337): in Massachusetts in 1947 (House, 
No. 1421) ; in Oklahoma in 1949 (House, 
No. 372). and in Michigan in 1947 (Sen- 
ate, No. 288). Proposals for such legisla- 
tion, without the introduction of bills, 
have been made in Oregon, Pennsyl- 
vania and Wyoming 

A movement which has proceeded in 
recent years with less controversy than 
the issue of regulating laboratories and 
licensing technicians, and perhaps with 
more promise, has to do with prescrip- 
tions, orders or authorizations by licensed 
dentists to laboratories to perform work 
for them. Twenty-five states, the District 
of Columbia and Hawaii have provided 
by law for such a procedure 

In Arizona, California, District of 
Columbia, Florida, Kansas, Maine, Mas- 
sachusetts, Minnesota, New Hampshire, 
New Jersey, New Mexico, New York. 
North Carolina, Rhode Island, South 
Dakota, West Virginia and Wisconsin 
the dental practice acts provide that a 
written prescription must accompany an 
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order from a dentist to a dental labo- 
ratory. 

In Hawaii, Indiana, Kentucky, Loui- 
siana, Michigan, Ohio and Washington 
the dental practice acts provide that work 
done by a laboratory must be on the order 
or prescription of a licensed dentist, thus 
leaving the way open for the interpreta- 
tion of an order as a verbal direction. 

In Alabama, Delaware and Utah the 
dental practice acts require an authoriza- 
tion from the dentist to the laboratory, 
which presumably might be verbal. 

These statutes are all aimed at the 
same objective; namely, to confine labo- 
ratories to the furnishing of service to 
licensed dentists upon their professional 
direction. 

The dental practice acts in Florida and 
in New York set explicit patterns and 
very clearly provide for written pre- 
scriptions by licensed dentists to labora- 
tories and strictly confine the work of 
the laboratories to such prescriptions. The 
New York law as amended in 1950 
(Chapter 564) defines the practice of 
dentistry as follows: 


A person practicing dentistry within the 
meaning of this article, who holds himself out 
as being able to diagnose, treat, operate, or 
prescribe for any disease, pain, injury, defi- 
ciency, deformity, or physical condition of the 
human teeth, alveolar process, gums, or jaws, 
and adjacent tissues and who shall either offer 
or undertake by any means or method to di- 
agnose, treat, operate or prescribe for any 
disease, pain, injury, deficiency, deformity, or 
physical condition of the same; or who, except 
on the written dental prescription of a duly 
licensed and registered dentist and by the use 
of impressions or casts made by a duly licensed 
and registered dentist, shall directly or indi- 
rectly by mail, carrier, personal agent, or by 
any other method, furnish, supply, construct, 
reproduce, or repair prosthetic dentures, 
bridges, appliances or other structures to be 
used and worn as substitutes for natural teeth; 
or who shall place such substitutes in the 
mouth and/or adjust the same. 


Twenty-three states as yet have no 
provisions by law for the issuance by 
licensed dentists of prescriptions, orders, 
or authorizations to laboratories; but the 
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dental practice acts in these states in 
their definitions of dentistry make it 
illegal for the laboratory to perform any 
service in the mouth and thus confine 
the work of laboratories to the orders of 
dentists. These states are: Arkansas, Col- 
orado, Connecticut, Georgia, Idaho, IIli- 
nois, Iowa, Maryland, Mississippi, Mis- 
souri, Montana, Nebraska, Nevada, North 
Dakota, Oklahoma, Oregon, Pennsyl- 
vania, South Carolina, Tennessee, Texas, 
Vermont, Virginia and Wyoming. 

A third movement, fostered by the 
American Dental Association, was in- 
stituted in 1944 through its Prosthetic 
Dental Service Committee in the estab- 
lishment on a national scale of require- 
ments for the accreditation of dental 
laboratories. Steps were taken for the 
organization of prosthetic dental service 
committees in the several states to aid in 
the administration of the plan and de- 
tailed requirements were prescribed for 
accreditation. The Council on Dental 
Trade and Laboratory Relations, succes- 
sor, under the revised Constitution of the 
American Dental Association, to the 
Prosthetic Service Committee, now pro- 
poses to conduct the accreditation plan 
on the state level with the observance on 
a national scale of certain general prin- 
ciples and with permissible variations on 
the state level to meet local conditions. 

There is no compulsory process in ac- 
creditation. As the procedure is now con- 
templated, it will be administered only 
upon the initiative of a state dental so- 
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ciety. Moreover, a laboratory will be con- 
sidered for accreditation only on its own 
request. Where harmony already exists 
between the trade and the profession, as 
is the case in several states, there may be 
no occasion for any action. The broad 
object of the American Dental Associa- 
tion is to promote common understand- 
ings and to make sure, in the common 
interests of both the trade and the pro- 
fession, that the work of the laboratories 
and the practice of dentists are conducted 
on ethical principles and strictly accord- 
ing to the dental practice acts of state 
jurisdictions. 

Up to date the accreditation plan is in 
operation in Alabama, Florida, Missis- 
sippi, New York, North Carolina, Ohio 
and Washington. Southern California 
adopted the accreditation plan and later 
substituted its own program on the state 
level. The movement has been hindered in 
some states by the opposition of both labo- 
ratories and dentists, due in part to mis- 
understanding of the object and purpose 
of accreditation. The American Dental 
Association is now squarely opposed to the 
regulation of laboratories and the licens- 
ing of technicians under law and _ be- 
lieves that the general acceptance of the 
accreditation plan, coupled with the na- 
tion-wide amendment of state dental 
practice acts confining the work of labo- 
ratories to prescriptions by licensed den- 
tists, will ultimately dispel the present 
confusion and lead to agreeable relations 
between the trade and the profession. 
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COUNCIL ON DENTAL THERAPEUTICS 


in Group A 


The announcement of classification of 
Pentothal Sodium, a brand of sterile thio- 
pental sodium, in Group A appears on 
page 501. 

The actions and uses of thiopental 
sodium are essentially similar to those of 
pentobarbital sodium except that thio- 
pental sodium is effective in smaller doses 
and the action is of briefer duration. 
When _ injected intravenously it acts 
rapidly and the recovery period is usually 
short. The recovery period will be longer 
if premedication is used. 

Thiopental sodium is not an anesthetic 
to be used in the dental office unless 
special facilities are available to care 
for possible complications. Its administra- 
tion requires special training. The intra- 
venous use of barbiturates may be a valu- 
able procedure, but such use is potentially 
dangerous and should be undertaken only 
by experts, and for short operations. 

Thiopental sodium should be employed 
only by competent experienced persons 


The announcement of classification of 
Adhes-Illin Penicillin Ointment in Group 
A appears on page 502. 

Adhes-Illin Penicillin Ointment is an 
ointment stated to be composed of 
carboxymethylcellulose, 23.1 per cent and 
petrolatum, 76.9 per cent, into which has 
been incorporated 10,000 units of peni- 
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Council classifies Pentothal Sodium 


Council classifies Adhes-I}lin Penicillin 


Ointment in Group A 


who have at hand all the agents and 
facilities to combat respiratory depres- 
sion, laryngospasm, and carbon dioxide- 
oxygen imbalance. 

For most dental surgery only a light 
plane of anesthesia is required. Preanes- 
thetic medication with a barbiturate and 
atropine sulfate is often desirable. The 
dosage of thiopental sodium cannot be 
accurately judged by the weight, age, sex 
or metabolic state of the patient. It must 
be adjusted in accordance with its effect 
on the individual. This requires expe- 
rience and skill. Suggested dosages in 
dental procedures appear in the litera- 
ture.***. 


1. Schultz, P. E.. and Guralnick, W. C. Advances 
general anesthesia: Pentothal Sodium and srare 
J.A.D.A. 36:140 (Feb.) 1948 

2. Krogh, Harold W., Use of thiopental sodium 
dental surgery. J. Oral Surg. 5:337 (Oct.) 1947. 

3. Roberts, E. P.. and Brown, Angus, Pentothal S 
dium for the ambulatory patient. JA.D.A. 36:150 
(Feb.) 1948 


4. Thompson, —. C., and Sleeper, H. R.. General 
anesthetic methods with special reference to thiopenta 
sodium. J. Oral Surg. 8:121 (Apr.) 1950 


cillin G sodium per gram. It is suggested 
for use as an adjunct in the treatment of 
periodontal disease associated with peni- 
cillin-susceptible organisms, especially 
periocoronitis and necrotic gingivitis. 
The carboxymethylcellulose swells in 
the presence of moisture and becomes 
adhesive. It is recommended that one 
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DENTAL THERAPEUTICS . 


tube (1.5 Gm.) be squeezed on the buc- 
cal surfaces of the teeth and allowed to 
penetrate into the interproximal area, 
being allowed to remain for 3 to 4 hours. 
Evidence has been provided to indicate 
that the concentration of penicillin will 
rise to a level of about 300 units per 
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ml. of saliva, and remain at a demon- 
strable level for 3+ hours. 

For further discussion of the useful- 
ness and limitations of topical penicillin 
preparations in the treatment of dental 
diseases, see pages 41 and 42, A.D.R., ed. 
15. 


Council classifies Mertricone Disinfecting 


Solution in Group A 


The announcement of classification of 
Mertricone Disinfecting Solution in 
Group A appears on page 502. 
Mertricone Disinfecting Solution is 
stated to contain phenylmercuric borate, 
0.157 per cent and sodium pentachloro- 
phenate, 0.175 per cent as the active in- 
eredients. It is marketed for the chemical 
disinfection of dental instruments. 
Mertricone Disinfecting Solution is 
believed to be approximately equivalent 


to other mercurial preparations accepted 
by the Council for disinfection of dental 
instruments. None of these solutions 
should be relied upon to insure thorough 
disinfection in the presence of spore- 
bearing organisms or Mycobacterium 
tuberculosis. 

For further information, see the pro- 
visions for the acceptance of chemicals 
for disinfection of instruments (].A.D.A. 
40:494, April, 1950). 


Council announces classification 


of additional products 


The classification of products by the 
Council on Dental Therapeutics of the 
American Dental Association has been 
described in a previous report (J.A.D.A. 
40:489, April, 1950). The Council’s pro- 
gram now provides for classification of 
products in Group A, Group B, Group 
C and Group D. Products are reconsid- 
ered periodically and decisions are sub- 
ject to change at any time that a sub- 
stantial amount of new evidence becomes 
available. The files of the Council con- 
tain information on many drugs and den- 
tal cosmetics, and inquiries are welcome. 


GROUP A 


Listing of products in Group A means that at 
the time of their consideration, the items con- 
formed with the provisions of acceptance 
established by the Council on Dental Thera- 
peutics and adopted by the Board of Trustees 
of the American Dental Association. Items in 
this group will be listed in Accepted Dental 
Remedies, and may use the Seal of Acceptance, 
unless otherwise provided. 

The following additional products are clas- 
sified in Group A: 


Pentothal Sodium (Abbott Labora- 
tories): A brand of sterile thiopental 
sodium. Marked in ampoules 0.5 Gm. 
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(74% grs.), 1.00 Gm. (15 grs.), 5 Gm. 
(multiple dose). U. S. patents 2,153,729; 
2,153,731 (April 11, 1939) ; U. S. trade- 
mark 334,340 (April 28, 1936). See 
A.D.R., ed. 15, p. 18. (For report, see 
page 500.) 

Mertricone Disinfecting Solution (Wil- 
liam H. Rorer, Inc.): A solution stated 
to contain phenylmercuric borate, 0.157 
per cent; sodium pentachlorophenate, 
0.175 per cent; and inert materials. See 
A.D.R., ed. 15, p. 66. (For report, see 
page 501.) 

Adhes-lllin Penicillin Ointment (Po- 
loris Co.) : An ointment stated to consist 
of carboxymethylcellulose, 23.1 per cent 
and petrolatum, 76.9 per cent, into which 
is incorporated penicillin G sodium, 10,- 
000 units per gram. Marketed in 1.5 
Gm. collapsible tubes. See A.D.R., ed. 
15, p. 40. (For report, see page 500.) 


GROUP B 


Listing of products in Group B means that 
there is insufficient evidence to justify their 
present acceptance, but there is reasonable 
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Grade, pay and allowances 


of dental officers 


evidence of their usefulness and safety. These 
products meet the other qualifications and 
standards established by the Council on Dental 
Therapeutics and the Bureau of Chemistry. 
It is the Council’s opinion that group B prod- 
ucts may be promoted for special use and 
study. 

No products are listed in group B at the 
present time. 


GROUP C 
Listing of products in group C means that the 
evidence is so limited or inconclusive that the 
products cannot be accurately evaluated. It 


is the Council's opinion that group C products 
require further study by qualified investigators. 


GROUP D 


Listing of products in group D means that they 
are unacceptable because of their demon- 
strated inability to meet the standards out- 
lined in the provisions for acceptance. 

The following additional gencral classes of 
products are classified in group D: 


Fluoride preparations for use as dietary 
supplements. 

Arsenic-containing products for pulp 
devitalization. 

Medicated mouth washes. 


The decision of the federal government to increase the numerical strength of the 
armed forces has resulted in the Central Office of the Association being deluged 
with inquiries regarding various factors affecting members and_ potential members 
of the Dental Corps of the various branches of military service. Two typical inquiries ' 
and answers prepared by the Secretary of the Council on Legislation are reproduced 
herewith as they contain information of value to all members, particularly to those 
who may be called on soon to serve in the armed forces. 


Inquiry A * In the August 1950 issue of not given “if a Reserve officer is ordered 
rHE JOURNAL under “News of Dentistry” to duty without his own consent. The 
on page 216 you state that (regarding the extra pay is contingent upon volunteer 
extra $100 special pay) this money is _ service.” 


Table 1 * Military rank 
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LEGISLATION 


Novy, Coast Guard, 
Pay Army, Air Force and coast and Public Health 
Grade and Marine Corps geodetic survey Service 
0-8 General, lieutenant Admiral, vice admiral Surgeon general, 


general and major and rear admiral (upper deputy surgeon general 


general holfl 


and assistant surgeon 
general having rank of 
major general 


0.7 Brigadier general 


Rear admiral (lower Assistant surgeon gen- 


half) and commodore’ eral having rank of 


brigadier general 


0-6 Colonel Captain Director grade 
0-4 Major lieutenant commenter grade 
0-3 Captain lieutenant Senior assistant grode 


0-2 First lieutenant 


It seems to me (and several other Re- 
serve officers) that the mere fact that a 
man has gone ahead and joined the Re- 
serves, creates prima facie evidence of 
his volunteering. After receiving the 
Oath of Office, a commission is given the 
officer which, among other things, states 
“He will enter upon active duty under 
this commission only when specifically 
ordered to such active duty by competent 
authority.” Please note the word “will” 
and also recognize that acceptance of 
the commission creates a contract be- 
tween the government and the officer 
which he is bound to observe. 

I believe the armed services and news- 
papers do Reserves an injustice when 
they publicize that “Reserves will be 
called with or without their consent” 
when they have already “volunteered” as 
early as four or five years ago. 


Reply * The position contended for in 
this letter has been approved by the Con- 
gress. In enacting the bill to permit the 
drafting of ASTP-V12 personnel the 
Congress amended the $100 provision to 


Second lieutenant Ensign 


Lieutenant (junior Assistant grade 
grade) 


Junior assistant grade 


provide that every Reserve officer in the 
Dental and Medical Corps who is called 
to active duty will automatically receive 
this additional pay. The President signed 
this bill on September 9 and it now be- 
comes Public Law 779. 

The new law also recognizes that Re- 
serve Officers may have acquired new 
skills or additional experience since re- 
turning to civilian life. It therefore pro- 
vides that the Armed Forces may adjust 
the rank of a medical or dental officer 
who served in World War II so that it is 
commensurate with his additional experi- 
ence or skills. 

With regard to the point that the 
armed services and newspapers do the 
Reserves an injustice when they indicate 
that Reserves will be called “with or 
without their consent” it should be noted 
that this is the language of the Selective 
Service Act of 1950 and is technically 
correct. Prior to the enactment of that 
law Reserves could be called only with 
their consent except in time of war. Un- 
der the new Act they may be called under 
cither condition. 


. 
“he 
: 
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Table 2 - Pay scale for commissioned officers based on cumulative years of service 


Over slover 8/Over 10/Over 12/Over 14/Over 16 Over 18 Over22|Over26 Over30 
0-8 $926.25|$926 25|$926.25|$926 25\$926 25|$926.25|$926.25 $926.25 $926.25|$926.25 $926 25|$926.251$954.75 
0-7 769.50| 769.50) 769.50} 769.50! 769 769.50] 769.50| 769.50| 769.50] 769.50) 769.50) 798.00) 826.50 
0-6 | 570.001 570.00} 570.00 570.00) 570.00} 570.00} 584.25} 612.75) 641.25 669.75) 698.25 
0-5 | 456.00} 456.00} 456.00} 456 456 470.25} 484.50) 498.75) 527.25) 555.75 584.25 
0-4 384.75| 384.75) 384.75) 384.75) 399 413.25) 427.50} 441.75) 456.00) 484.50) 498.75} 513.00) 513.00 
0-3 313.50 313.50} 327.75) 342.00) 356.25) 370.50} 384.75} 399.00} 413.25) 427.50) 441.75) 441.75) 441.75 
0-2 | 249 38) 263.63) 277.88) 292.13 306 3 320.63} 334.88} 349.13) 349.13) 349.13) 349.13) 349.13] 349.13 
0-1 | 213.75 228.00) 242.25] 256.50 ware 299.25} 313.50 313.50} 313.50} 313.50} 313.50 


Inquiry B + In the August edition of 
THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION, you had some remarks in 
the armed forces section which were of 
interest to myself and several associates. 

Therein it is mentioned that a Lieu- 
tenant (jg) in the Navy Dental Corps 
would receive $358.88 per month plus 
$100 per month if he went in on a vol- 
untary status, or $458.88. 

I was discharged from the Navy Den- 
tal Corps three years ago and at that time 
the base pay for a Lieutenant (jg) was 
$200 plus $75 rental and $30 subsistence ; 
or a total of $305. Has there been an- 
other pay increase for officers or is this 
amount as stated by the article incorrect? 

There is a difference between the two 
of $53.88 and we have not been able to 
account for this. Any information that 
you can give us concerning this will be 
greatly appreciated. 


Reply + The Career Compensation Act 
which became effective October 1, 1949, 
revised completely the existing pay scale 
of the armed forces. Eight pay grades 
were established for officers, 0-1 being 
the lowest applicable to Second Lieu- 
tenants and Ensigns and 0-8 the highest 

Table 1). Under this pay scale officers 
receive the base pay of their grade plus 
increases based on their number of years 
of total service (Table 2). Inactive serv- 


ice as well as active service is counted in 
determining pay. To read Table 2 find 
the line number applicable to the grade 
you now hold. Read horizontally across 
this line to the vertical column indicating 
the total number of years of your service. 
Include in such total all periods of active 
duty, or service as an enlisted man or 
warrant officer, and all periods since the 
date you accepted a commission. This 
gives the base pay. In addition to base 
pay, each commissioned officer is entitled 
to a basic subsistence allowance of $42 
per month regardless of rank or number 
of dependents. He is also entitled to quar- 
ter allowance at the rates shown in Table 
3 commencing with the lowest grade and 
proceeding to the highest grade. 


Francis J]. Garvey 
Secretary, Council on Legislation 


Table 3 - Quarter allowance 


| With | Without 
Pay grade dependents dependents 

0-8 150.00 120.00 
0.7 150.00 120.00 
0-6 120.00 105.00 
0-5 120.00 90.00 
0-4 105.00 82.50 
0-3 90.00 75.00 
0-2 82.50 67.50 
0-1 75.00 60.00 


ie 
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BUREAU OF ECONOMIC RESEARCH AND STATISTICS 


Nineteen fifty survey of the dental profession. 


III. The dentist’s work week 


Dentists who participated in the survey 
were asked to keep a record of hours in 
the office and patients treated during the 
week of April 16 through April 22, 1950. 
This week was selected as one which ap- 
peared to be relatively free of factors 
such as inclement weather, vacations and 
holidays, which would affect unduly the 
amount of dental service rendered. Be- 
cause state dental society meetings were 
held in Arizona, Oklahoma and Virginia 
during the selected week, respondents in 
these states were instructed to keep a 
record of the following week. 

It was of course impossible to find a 
week which was completely free of “ir- 
regular” factors. Dentists in certain 
agricultural communities pointed out 
that April was always a month of few 
patients. A few dentists stated that peo- 
ple had spent their money for clothes 
prior to Easter and therefore would not 
see their dentist for awhile. Respondents 
from three states reported state holidays 
during the week. Considered as a whole, 
however, the week appears to have been 
a fairly representative one from the 
standpoint of freedom from irregulari- 
ties. It is possible, however, that April 
is an atypical month owing to seasonal 
fluctuation in dental load. For this rea- 
son it is hazardous to project yearly fig- 
ures from the record of this single week. 


HOURS SPENT IN THE OFFICE 
DURING THE WEEK 


The survey indicates that dentists in gen- 
eral work long hours. The mean for all 
dentists who reported working at all dur- 
ing the week was 42.2 hours (Table 17). 


Almost one fifth (19.4 per cent) reported 
50 hours or more in the office (Table 
18). A number of respondents indicated 
that they did not put in their usual full 
week. Nearly 8 per cent worked less than 
30 hours during the week. There would 
be some logic in considering these to have 
put in less than a full week and in cal- 
culating the mean for those working 30 
hours or more. When this is done, the 
mean becomes 44.2 hours. 

Although the mean number of hours 
spent in the office by members of the 
Association (42.2) was practically iden- 
tical to the mean for nonmembers 
(42.4), there was a difference in the 
manner in which that time was spent 
(Table 17). The amount of time spent 
at the chair was significantly greater for 
members (33.2 hours) than for nonmem- 
bers (28.8 hours), and nonmembers re- 
ported almost two and one half times as 
much free time as members (7.3 hours 
compared with 3.0 hours). A number of 
dentists explained that their free time 
resulted from cancellations, or “disap- 
pointments” as they are commonly 
called. 

Among all dentists responding, lab- 
oratery work consumed 3.8 hours during 
the week, or 9.0 per cent of the average 
dentist’s time. Excluding the 23.4 per 
cent who spent no time in the laboratory, 
mean laboratory time for the remainder 
was 5.0 hours, or 11.8 per cent of total 
time. 

An analysis of total number of hours 
in the office by size of city or town re- 
vealed no significant differences. De- 
spite the fact that many dentists in cities 
of over 500,000 population spend con- 


4 
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Table 17 * Mean number of hours in the office during Table 21 * Average number of patients during the 
the week of April 16-22, 1950, for members and non- week of April 16-22, 1950, by age of dentists 


members of the Association 
Number of patients 


Type of Mean number of hours Age of dentists go Medion 

activity Members Nonmembers All dentists 
= : _ Under 30... 45.5 42 
Chairside 33.2 28.8 33.0 30-39 §2.2 49 
laboratory 3.8 41 3.8 40-49. . §2.2 50 
Other work 2.2 2.2 2.2 50.59. . 47.7 4a 
Free time 3.0 7.3 3.2 60-69. 36.6 x4 
— 70 and over 27.0 22 
Total 42.2 42.4 42.2 All ages 48.7 45 


Table 18 - Percentage distribution of dentists by num- 
ber of hours spent in the office during the week of 
April 16-22, 1950 


Table 22 - Percentage distribution of dentists by 
number of patients during the week of April 16-22, 1950 


| Number of Per cent of Cumulative 
Number of Per cent of Cumulative : : 
hours dentists per cent patients dentists ! per cent 

-14 4.) 4.1 
‘ 2A 24 15-19 3.8 7.9 

20-24 2.1 4.5 
20-24 6.0 13.9 

25-29 3.3 7.8 
25-29 7.2 21.1 

30-34 9.4 17.2 
‘ 30-34 8.9 30.0 

35-39 16.2 33.4 
‘ 35-39 9.0 39.0 

40-44 28.7 62.1 
40-44 95 48.5 

45-49 18.5 80.6 
45-49 8.9 57.4 

50-54 10.6 91.2 
50-54 8.5 65.9 

55-59 44 95.6 
60 44 100.0 55-59 7.1 73.0 
59 78.9 


Table 19 * Average number of hours in the office 
juring the week of April 16-22, 1950, by classification 85-89 
»f practice 


Classification of | Number of hours 


practice Mean a Median 
——_______ = Table 23 + Percentage distribution of dentists by 
General practitioner . 42.6 42 number of patient sittings during the week of April 16-22, 
Specialist 37.2 38 1950 
Oral surgeon 36.6 39 — 
Orthodontist 38.4 39 Number of Per cent of | Cumulative 
Pedodontist a 36.8 38 sittings dentists | per cent 
Periodontist 32.4 36 . 
Prosthodontist 38.0 39 -19 4.5 4.5 
20-24 3.7 8.2 
25-29 47 12.9 
30-34 6.6 19.5 
35-39 7.9 27.4 
Table 20 + Average number of hours in the office 40-44 92 36.6 
during the week of April 16-22, 1950, by age of dentist 45-49 76 44.2 
50-54 9.3 53.5 
p Number of hours 55-59 6.6 60.1 
ge group ae grr 60-64 7.5 67.6 
65-69 6.8 74.4 
29. 42.5 42 70-74 5.4 79.8 
30-39 ; 43.7 43 75-79 4.0 83.8 
40.49 42.3 42 80-84 3.2 87.0 
50.59 ; 41.5 42 85-89 2.6 89.6 
60-69... 38.7 39 90-94 2.2 91.8 
70. 37.1 39 95-99 18 93.6 
All dentists 422 42 100 6.4 100.0 


q 
65-69 4.5 83.4 | : 
70-74 3.5 86.9 
75-79 3.1 90.0 
2.5 92.5 
2.2 94.7 
5.3 100.0 


Table 24 + Average number of patients during the 


assistants, hygienists and technicians employed 


Number of patients 


Mean | Median 


Number of employees 


37.8 35 


0 

1 51.7 49 
2 63.8 60 
3 62.8 59 
4 or more 62.2 59 


siderable time commuting between home 
and office, dentists in these cities spend 
approximately the same amount of time 
in the office (43.0 hours) as those in 
smaller places (41.9 hours). Among the 
states, too, there was a notable consis- 
tency in office hours during the one-week 
period. The mean in a few small states 
deviated as much as 4 hours from the 
national mean, but the sample in these 
states was so small that the deviations 
could easily have been caused by sam- 
pling error. Grouping the states by geo- 
graphical regions also failed to establish 
significant differences in total hours in 
the office. 

As shown in Table 19, general prac- 
titioners averaged more time in the office 
(42.6 hours) than specialists (37.2 
hours ). Specialists were consistent in total 
office hours except for periodontists, 
whose mean (32.4 hours) was lower 
than that of other specialists. 

A correlation exists between the age 
of the dentist and the number of hours 
he spends in the office (Table 20). The 
difference between age groups, however, 
is not as great as might be expected. In 

; fact, dentists aged 70 and older averaged 
84.9 per cent as much time in the office 
as dentists in the 30 to 39 age group, 
which group averaged the greatest num- 
ber of office hours. 


NUMBER OF PATIENTS AND 
SITTINGS DURING THE WEEK 


The mean number of patients during the 
week for all respondents was 48.7 (Table 


ECONOMIC RESEARCH AND STATISTICS 


week of April 16-22, 1950, by number of full-time dental 
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21). The mean number of sittings was 
56.0. In general, then, it may be said that 
roughly every sixth patient came back for 
a second visit within the week. (Doubt- 
less a few patients saw their dentist more 
than twice during the week but their 
number is probably insignificant) . 

The number of sittings per hour in the 
office was 1.33. The number of sittings 
per chairside hour was 1.70. In other 
words, the average sitting required 45 
minutes of office time or 35 minutes of 
chairside time. 

The variation in number of patients 
(Table 22) and in number of sittings 
(Table 23) was much greater than the 
variation in number of hours in the of- 
fice (Table 18). Ten per cent of the den- 
tists reported treating less than 22 pa- 
tients and 10 per cent more than 79 
patients. The analogous 10 per cent 
points, with respect to number of sittings, 
were 27 sittings and 90 sittings. In con- 
trast, the analogous points in the dis- 
tribution of total hours in the office were 
32 hours and 53 hours. 


1 2 3 4 oF 


NUMBER OF EMPLOYEES 


Fig. 4 + Mean number of patients during the 
week of April 16-22, 1950, by number of full- 
time dental assistants, hygienists and techni- 


cians employed 


| 
; 
at 
No. patients a 
(meon) 
50 
40 
30 
0 
more 
4 


Table 25 - Average ber of patients during the 
week of April 16-22, 1950, by number of dental chairs 
used 


| Number of patients 


Number of 
dental chairs Steen | 
1 42.6 40 
2 §3.2 50 
3 61.0 58 
4 or more 57.4 55 


Certain factors contributing to the 
wide total variation in number of pa- 
tients may be detected and analyzed. For 
instance, there was great variation in 
number of patients according to whether 
or not the dentist employed auxiliary 
help (Table 24 and Figure 4). Those 
dentists employing one auxiliary aver- 
aged 37 per cent more patients than those 
without employees, while dentists em- 
ploying two auxiliaries averaged 69 per 
cent more patients. 

There was considerable correlation 
between the number of patients and the 
number of dental chairs used (Table 25 
and Figure 5). Doubtless a positive cor- 
relation exists between number of chairs 
and number of employees. In assigning 
cause and effect, it seems logical to con- 
clude that number of employees is a more 
potent causative factor than number of 
dental chairs. 

Tables 24 and 25 and Figures 4 and 5 
indicate that as the number of chairs 
exceeds three and as the number of 
auxiliary personnel exceeds two, the 
number of patients tends to decline. A 
possible explanation for this fact is that 
those dentists using more than three 
chairs and employing more than two 
auxiliaries generally have patients in the 
higher economic brackets. It is said that 
the dental offices which are geared for 
quantity of service usually have one or 
two auxiliaries, while the so-called “high 
class” practices often have more per- 
sonnel. 

Over half (53.0 per cent) of the mem- 
bers of the Association used more than 
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one dental chair, whereas only two fifths 
(39.2 per cent) of nonmembers were in 
the multiple-chair category (Table 26). 

As shown in Table 27, specialists as a 
group reported a greater mean number 
of patients during the week (54.4) than 
did general practitioners (47.4). Among 
the specialists, most patients were re- 
ported by orthodontists (60.1) and pedo- 
dontists (59.4), with prosthodontists re- 
porting the fewest (32.6). 

The number of patients varied widely 
with the age of the dentist (Table 21 and 
Figure 6). Dentists between 30 and 49 
years of age averaged almost twice as 
many patients (52.2) as those 70 and 
over (27.0). Only a small part of this 
variation can be accounted for on the 
basis of total hours in the office, for in 
this respect the older dentists are not far 
behind those in the prime of life (Ta- 
ble 20). 

When dentists were classified by size 
of city or town in which they practiced, 
it was found that dentists in cities of 
5,000 to 10,000 population had the great- 
est mean number of patients during the 
week (52.9), although for practical pur- 


No. potients 


(meon) 
60 
1 2 3 4 or 
more 


NUMBER OF CHAIRS 


Fig. 5 * Mean number of patients during the 
week of April 16-22, 1950, by number of 
dental chairs used 
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Table 26 * Percentage distribution of members and 
nonmembers of the Association by number of dentol 
chairs used 

Number of | Per cent of 


Members | Nonmembers | All dentists 


47.0 . 47.6 

43.3 42.8 

7.2 7.1 

4 or more 2.5 : 2.5 


Total 100.0 100.0 


poses all dentists in places having popu- 
lations of from 2,500 to 250,000 were 
nearly equal in mean number of patients 
(Table 28). Dentists located in very 
small and very large places had the few- 
est patients. Among the five largest cities, 
only one, Detroit, exceeded the mean for 


Table 27 - Average number of patients during week 
of April 16-April 22, 1950, by practice classification 
Classification Num ber of patients 
of practice Mean Median 
General practitioner. . 47.4 45 
Specialist........ 54.4 50 
Oral surgeon. 53.3 49 
Orthodontist 60.1 59 
Pedodontist. . . 59.4 52 
Periodontist. . 39.0 39 
Prosthodontist 32.6 24 


all dentists in number of patients for the 
week. When the United States was di- 
vided into the seven standard regions, as 
shown in Table 29, the Southeast had 
the greatest mean number of patients 
(51.7) while the Northwest (44.4) was 
lowest in this respect (Table 29). 


25-29 35-39 40-44 45-49 


50-54 


AGE OF DENTISTS 


Fig. 6 * Average number of patients during the week of April 16-22, 1950, by age of dentists 


choirs 
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Table 28 - Average number of patients during the 
week of April 16-22, 1950, by population of city or 
town and for the five largest cities 


Number of patients 
Population 
Mean Median 


Under 1,000 413 
1,000 .2,499 45.8 
2,500-4,999 50.2 
5,000-9,999 52.9 
10,000.24, 999 51.4 
25,000-49,999 51.5 
50,000-99,999 51.6 
100,000.249,999 51.7 
250,000.499, 999 43.) 
$00,000 and over 451 


Cit 


New York 
Chicago 
Philadelphia 
Los Angeles 
Detroit 


Members of the Association reported a 
mean of 48.9 patients during the week 
against 42.4 for nonmembers, although 
the two groups averaged practically the 


same number of total hours in the office. 
This difference is in agreement with the 


Table 29 - Average number of patients during the 
week of April 16-22, 1950, by regions of the United 
States 


Number of patients 
Region 
Mean Median 


New England 50.0 
Middle East 49.2 
Southeast 51.7 
Southwest 45.6 
Central 48.3 
Northwest 44.4 
Far West 45.6 


fact that nonmembers reported more free 
hours than members. 

There was no difference in number of 
patients during the week between den- 
tists who used a post-payment plan and 
those who did not. 

The next article in this series will deal 
with the dentist’s work year. It will ap- 
pear in November. 

B. Duane Moen, Assistant Director 


Leslie M. FitzGerald, Chairman, 
Advisory Committee 


a 
38 45 
44 46 
48 50 
49 42 
50 45 
47 43 
49 43 
47 
40 
42 2 
437 40 
46.6 43 : 
; 42.4 41 : 
43.2 39 
50.2 46 
| 
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Number of applicants 


to dental schools for 1950 


Following World War II, many estimates 
were being published about the number 
of students applying to enter the various 
professional schools. The Council on 
Dental Education conducted its first sur- 
vey of the number of applicants and 
applications following the admission of 
the freshman classes in the fall of 1947. 
This was the first study of this kind in 
the dental schools and all cooperated by 
furnishing the data that they had avail- 
able. The findings of this study were 
published in THE JOURNAL OF THE 
AMERICAN DENTAL ASSOCIATION.’ The 
study showed that 10,313 applicants had 
made a total of 17,671 applications to 39 
dental schools. 

A study has just now been completed 
to determine whether the number of ap- 
plicants to the dental schools is still as 
large as it was in 1947. A report from 
all of the dental schools revealed that up 
to May 15, 1950, approximately as many 
applicants had already sought admission 
to the dental schools as there had been 
in 1947 up to the time the classes were 
enrolled. Thirty-nine schools reported by 
May 15, 1950 and two schools by June 
15 that they had already received a total 
of 18,057 applications. When the names 
on these applications were compared, it 
was found that they represented 9,811 
different applicants. This means that 
there will probably be, by the opening of 
school in the fall of 1950, more appli- 
cants than there were in 1947. 

The table summarizes the findings 
of the 1947 and 1950 study in respect to 
nine areas in the United States. This 
table compares the number of applicants 


and applications in the 1947 study with 
the number reported in 1950. It will be 
observed that about the same number 
are seeking admission from the various 
areas now as sought admission in 1947. 

Only in the West North Central and 
West South Central States is there a 
marked percentage change. In studying 
the reports from these particular areas, 
it seems likely that these numbers do not 
represent the total that will eventually be 
reported from these areas. Therefore, one 
can conclude that by the time school 
opens in the fall, more applicants will 
have sought admission to the 1950 class 
than did in 1947, and these applicants 
will be distributed through the United 
States in about the same proportion as 
they were in 1947. 

The table shows other comparisons 
from the 1950 study. For example, in the 
East North Central states (including 
Illinois, Indiana, Michigan, Ohio and 
Wisconsin) there was a total of 1,935 
residents making a total of 3,036 applica- 
tions to dental schools, and of these, 
2.479 applications were to the nine dental 
schools in the East North Central states. 
These nine dental schools received a total 
of 4,549 applications from around the 
nation for the 779 positions open in their 
freshman classes. 

It should be noted that the applica- 
tions indicated in this report represent 
completed applications and do not in- 


|. Council on Dental Educetion, Applications for 
admission to dental schools in 1947. JA.D.A. 36:49! 
June) 1948. 


! 
. 
* 
. 


z 
< 
A 
< 
< 
z 
w 
z 
< 
w 
= 
< 
— 
< 
z 
a 
= 
an 


£50°81 


0 


ut 
| Ul SjOOYDS 
sjoOyrs | 
peyioeds © ul | Oj 
yo 


0810 peyloeds 
ul 
| 
eq jou; 
vewyses 


0210 


40561 


wel 


400 


1186 


Peyloeds | 


“SIVLOL 
S31V1S G3LINN 30ISLNO 


| 


| 


£50'81 


64S 


e1e 
16€ 


08Z 999 


NIVLINNOW 


| 
| “OWOYOIYO ‘sOsUD 
HINOS LS3IM 


‘Iddississiyy ‘Ayonjuey 
W&LNID HLINOS LSW3 


| 
DILNVILY HINOS 
YINOS 
“OJOSOUUIW ‘sOSUDY ‘OMO;} 
W&LN3ID HLJON 1S3IM 


HLJON 1SW3 


SILNVILY 


‘DUDS; 
Na 


| 


sod 
ddy 


-ddy | 


suoy 


sjuo> suc 
-Do1\ddy 


| 
~ 7 | 
| 
| 
| | | 
| 
| 
i 
| rs) 
; > - o 
| a 7 N | 
| 
| 
| | 
| 
| =) 
> 
| N - - t 
| = - 
| 
| 
| 
: j 
| 
oF ‘ 
< = 
4 
> 


DENTAL EDUCATION ... 


clude the large number of inquiries and 
incompleted applications that were re- 
ceived by the schools. Moreover, the data 
for this study have been computed from 
the actual names of the applicants that 
have been reported to the Council by the 
individual schools. Results of this study 
are much more conservative than those 
reported in a study by William S. Guth- 
rie.” He regularly contacts all profes- 
sional schools and requests (1) the num- 
ber of applications, and (2) the number 
of inquiries. In 1949 he reported a total 
of 21,946 “completed applications” to 
37 dental schools or a ratio of 7.8 appli- 
cations for each position in the freshman 
class. This number of applications is 
about twice the number that is found as 
a result of the Council’s surveys which 
tabulate the names of all applicants re- 
ported and then determine the number 
of duplicate applications that each makes. 

Through the Dental Aptitude Testing 
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program of the Council, a record will be 
maintained each year of the applicants 
to dental schools and the number of ap- 
plications that are made. In this way, a 
continuing comparison can be made of 
the number of students secking admission 
to dental schools. 

About five months before the opening 
of the 1950 classes, nearly as many appli- 
cants had sought admission to the dental 
schools as had applied in 1947. In 1947, 
about 91.2 per cent of the freshmen were 
veterans and therefore studying under 
the G.I. bill; whereas, in 1950, relatively 
few are still eligible for this aid. It is, 
therefore, interesting to find that the 
reservoir of students interested in study- 
ing dentistry is still as great as or greater 
than it was in 1947. 


2. Guthrie, William S.. Applications to the Profes 
ional Schools and Colleges for the Fall Term 1949, The 
Cc 
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Aurand, Clay D., Cleveland; School of Den- 
tistry, Western Reserve University, 1923; 
died July 16; aged 51. 

Ayres, Charles S., Alameda, Calif.; College of 
Dentistry, University of California, 1901; 
died July 26; aged 74. 

Banks, Paul C., Far Rockaway, N. Y.; Dental 
Department, Meharry Medical College, 
1932; died June 29; aged 49. 

Barnes, Victor E., St. Louis; Kansas City 
Dental College, 1916; died July 16; aged 
59. 

Bear, Harry, Richmond, Va.; School of Den- 
tistry, Medical College of Virginia, 1913; 
died July 29. 

Berry, Benjamin F., Murray, Ky.; Barnes 
Dental College, 1907; died June 21; aged 
67. 

Bickow, Leo V., Miami Beach, Fla.; College 

of Dental and Oral Surgery, 1912; died 

July 6; aged 63. 


Boone, Glen C., Chicago; Dental School, 
Northwestern University, 1923; died August 
8; aged 57. 


Borgendale, Glenn M., Seattle; College of 
Dentistry, University of Minnesota, 1927; 
died August 5; aged 45. 

Bowles, Aubrey R., Richmond, Va.; Baltimore 
College of Dental Surgery, 1891; died July 
24; aged 80. 

Brown, Harold O., Union Hill, N. Y.; School 
of Dentistry, University of Buffalo, 1913; 
died July 31; aged 59. 

Butcher, George H., Washington, D. C.; 
College of Dentistry, Howard University, 
1903; died July 21; aged 71. 

Cavender, J. Milton, San Antonio, Texas; 
died July 11; aged 73. 

Claiborne, Calvin R., Oakland, Calif.; Dental 
Department, Meharry Medical College, 
1928; died August 2; aged 49. 

Coffman, Harry T., Dayton, Ohio; College of 
Dentistry, Ohio State University, 1917; 
died July 17; aged 55. 

Cole, David H., Los Angeles; died July 7. 

Comte, George A., San Diego, Calif.; College 
of Dentistry, University of Southern Cali- 
fornia, 1902; died July 13; aged 73. 

Corsant, Charles K., Los Angeles; Chicago 
College of Dental Surgery, 1903; died July 
19: aged 72. 

Curtis, Russell E., Detroit; College of Dental 

Surgery, University of Michigan, 1919; 

died July 17; aged 54 


Dawson, Kent C., Greenfield, Ind.; School of 
Dentistry, Indiana University, 1945; died 
July 25; aged 28. 

Deppermann, Otto F., Morgantown, Ind.; 
Dental Department, Marion-Sims College 
of Medicine, 1899; died July 14; aged 78. 

Depping, Gustav A., Mason City, Ill.; Barnes 
Dental College, 1912; died July 8; aged 62. 

Detrick, Willard F., Hancock, N. Y.; School 
of Dentistry, University of Pennsylvania, 
1913; died July 25; aged 62. 

Dreizen, Solomon, New York; College of 
Dental and Oral Surgery, 1923; died June 
11; aged 50. 

DuBois, Albert J., Neenah, Wis.; College of 
Dental Surgery, University of Michigan, 
1897; died July 7; aged 75. 

Duffy, Frank. P., Cranston, R. I.; Baltimore 
College of Dental Surgery, 1906; died July 
2; aged 72. 

Dunn, Ernest L., Chicago; Dental School, 
Northwestern University, 1908; died August 
10; aged 67. 

Fison, Harry K., Springfield, Mass.; School 
of Dentistry, University of Pennsylvania, 
1901; died July 11; aged 74. 

Fitzgerald, Robert W., Brooklyn; School of 
Dentistry, Georgetown University, 1936; 
died July 17; aged 37. 

Fitzwater, James E., Nashville, Tenn.; Col- 
lege of Dentistry, University of Tennessee, 
1937; died June 14; aged 36. 

Fleming, Harry J., Sidney, N. Y.; Pennsyl- 
vania College of Dental Surgery, 1892; 
died July 25; aged 73. 

Foote, William J., Madison, Wis.; died July 
26: aged 60. 

French, Frank R., Bucksport, Me.; died June 
13; aged 73. 

Funk, Roscoe C., New York; School of Den- 
tistry, University of Pennsylvania, 1915; 
died August 4; aged 58. 

Griffing, Byron O., Winnsboro, La.; School of 
Dentistry, Vanderbilt University, 1908; 
died July 17; aged 67. 

Gromer, William R., St. Joseph, Mo.; Kansas 
City Western Dental College, 1929; died 
June 29; aged 43. 

Hamilton, Homer C., Two Harbors, Minn.; 
Chicago College of Dental Surgery, 1901; 
died July 14; aged 71. 

Hand, Edgar H., Philadelphia; School of 

Dentistry, Temple University, 1895; died 

July 17; aged 81. 
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Hanna, George T., Bethel, Conn.; Baltimore 
College of Dental Surgery, 1919; died July 
6; aged 54. 

Harrell, Thomas P., Long Beach, Calif.; died 
July 7; aged 78. 

Harris, Henry F., Apple Grove, Va.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1891; died July 12; aged 87. 

Harris, Thomas C., Nashville, Tenn.; School 
of Dentistry, Vanderbilt University, 1913; 
died July 10; aged 68. 

Henderson, Arthur R., Cambridge, Mass.; 
Boston Dental College, 1899; died July 1; 
aged 74. 

Hicks, Arthur W., Boston; Dental School, 
Harvard University, 1919; died June 29; 
aged 60. 

Huffman, A. H.; Alderson, W. Va.; died 
July 23; aged 85. 

Johnson, Eugene W., Sarcoxie, Mo.; College 
of Dental Surgery, University of Michigan, 
1903; died July 19; aged 78. 

Kaufman, Theodore A., Flint, Mich.; School 
of Dentistry, University of Kansas City, 
1943; died July 17; aged 32. 

Kempton, John T., New York; New York Col- 
lege of Dentistry, 1898; died July 18; 
aged 76. 

Kendall, William S., Monroe, La.; College of 
Dentistry, Baylor University, 1925; died 
July 3; aged 50. 

Killary, George L., Burlington, Vt.; Balti- 
more College of Dental Surgery, 1918; died 
July 2: aged 67. 

LaDue, Stanley B., Chillicothe, Ill.; Chicago 
College of Dental Surgery, 1916; died June 
18; aged 56. 

LaMont, Daniel E., Monterey Park, Calif. ; 
Western Dental College, 1903; died July 
11; aged 67. 

Latta, Lowman, California, Pa.; School of 
Dentistry, University of Pittsburgh, 1932; 
died July 4; aged 42. 

Lawrence, Samuel S., Oklahoma City; College 
of Dentistry, University of Tennessee, 1909; 
died July 6; aged 69. 

Lazar, Leon, Los Angeles; New York College 
of Dentistry, 1907; died in February; aged 
63. 

Lewis, Julien, Philadelphia; Philadelphia Den- 
tal College, 1908; died June 16; aged 67. 
Mobberly, Ollie O., Columbus, Ohio; College 
of Dentistry, Ohio State University, 1913; 

died July 22; aged 69. 

Murphy, Robert H., Mebane, N. C.; Atlanta 
Dental College, 1914; died July 17; aged 
58. 

Newcomer, John R., Phoenix, Ariz.; College 
of Dentistry, University of Southern Cali- 
fornia, 1919; died July 7; aged 53. 

Niven, William, San Diego, Calif.; died July 6. 
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Nolan, Howard J., Minerva, Ohio; Atlanta 
Southern Dental College, 1918; died July 
23; aged 52. 

Pfordresher, Albert G., Chicago; Chicago 
College of Dental Surgery, 1927; died 
June 4. 

Phillips, Francis W., Providence, R. I.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1929; died June 3; aged 46. 

Poley, Anson F., Portland, Ore.; died July 
9; aged 81. 

Rees, Howard H., Meriden, Conn.; School of 
Dentistry, Georgetown University, 1926; 
died July 26; aged 49. 

Robertson, Frank L., Benton, Ark.; College 
of Dentistry, University of Tennessee, 1918; 
died July 6; aged 63. 

Robinson, Chester A., Clarksburg, W. Va.; 
School of Dentistry, University of Pitts- 
burgh, 1918; died July 9; aged 57. 

Rosenbaum, Morris, Rego Park, N. Y.; College 
of Dentistry, New York University, 1913; 
died March 25. 

Scheel, Louis C., Mazomanic, Wis.; Dental 
School, Marquette University, 1908; died 
July 13; aged 67. 

Scheller, Adolph, Gettysburg, S. D.; College 
of Dentistry, University of Iowa, 1919; died 
July 14; aged 57. 

Seigler, J. Victor, Jacksonville, Fla.; Atlanta 
Dental College, 1905; died June 29; aged 
68. 

Sipher, George H., Toledo, Ohio; College of 
Dentistry, Ohio State University, 1904; 
died July 11; aged 69. 

Skilton, Joseph D., Philadelphia; School of 
Dentistry, University of Pennsylvania, 1932; 
died July 7; aged 41. 

Smathers, Herbert C., Washington, D. C.; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1907; died July 10; 
aged 66. 

Smith, Walter D., Brooklyn; New York Col- 
lege of Dentistry, 1895; died July 12; aged 
76. 

Sontag, William, Paterson, N. J.; School of 
Dentistry, Georgetown University, 1920; 
died July 30; aged 52. 

Stowell, Edwin J., Hamburg, N. Y.; School of 
Dentistry, University of Buffalo, 1918; died 
June 24; aged 55. 

Teasdale, Delbert L., Wilton Junction, lowa; 
College of Dentistry, University of Iowa, 
1922; died July 19; aged 52. 

Zane, Wardan L., Pleasantville, N. Y.; Penn- 
sylvania College of Dental Surgery, 1900; 
died May 21; aged 72. 

Zeller, William G., Scarsdale, N. Y.; College 
of Dental and Oral Surgery, 1918; died 

June 11; aged 58. 
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OFFICERS 


Harold W. Oppice, President-Elect... .. 1002 W. Wilson Ave., Chicago 
Bernerd C. Kingsbury, First Vice-President.....................490 Post St., San Francisco 
Don M. Hamm, Second Vice-President. ...............20+05. White Bldg., Clarksville, Ark. 
Gerald G. Burns, Third Vice-President......  ...133 Clinton Ave., South, Rochester, N.Y. 
Percy T. Phillips, Speaker, House of Delegates. ................ 18 E. 48th St., New York . 
222 E. Superior St., Chicago 
C. Willard Camalier, Assistant Secretary. ........... 1726 Eye St., N.W., Washington, D.C. 


BOARD OF TRUSTEES 


J. B. Carr, 1952, Seventh District........ .+...++..+.+.+.+Hume Mansur Bldg., Indianapolis 
C. S. Foster, 1952, Tenth District....... ones ........Dows Bldg., Cedar Rapids, Iowa 


Charles I. Taggart, 1952, First District. ........... .......139 Bank St., Burlington, Vt. 
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R. C. Dalgleish, 1951, Thirteenth District. ............. 2.06. State Capitol, Salt Lake City 
Willard Ogle, 1951, Twelfth District... 0.2... .ccreececs 310 N. Ervay St., Dallas, Texas 
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James E. John, Sr., 1950, Fifth District................ Medical Arts Bldg., Roanoke, Va 
Daniel F. Lynch, 1950, Fourth District......1678 Primrose Road, N.W., Washington, D.C. 


BUREAUS 


Chemistry: J. Roy Doty, Director, 222 E. Superior St., Chicago 
Economic Research and Statistics: B. D. Moen, Assistant Director, 222 E. Superior St., Chicago 
Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago 

Herbert B. Bain, Director, 222 E. Superior St., Chicago 


Public Information 


COUNCILS 


Censtitution and Bylaws: Max E. Ernst, Chm., Lowry Medical Arts Bldg., St. Paul 
Dental Education: R. W. McNulty, Chm., College of Dentistry, University of Southern Cali- 
fornia, Los Angeles 
Shailer A. Peterson, Secy., 222 E. Superior St., Chicago 
Dental Health: Leo J. Schoeny, Chm., Maison Blanche Bldg., New Orleans 
Allen O. Gruebbel, Secy., 222 E. Superior St., Chicago 
Dental Museum and Registry: Henry A. Swanson, Chm., 1726 Eye St., N.W., Washington, D.C \ 
Dental Research: J. L. T. Appleton, Chm., 4001 Spruce St., Philadelphia 
C. B. Hall, Secy., 1835 Eye St., N.W., Washington, D.C 
Dental Therapeutics: Vhomas J. Hill, Chm., 2085 Adelbert Road, Cleveland ‘ 
J. Roy Doty, Secy., 222 E. Superior St., Chicago 
Dental Trade and Laboratory Relations: F. W. Herbine, Chm., 230 N. Fifth St., Reading, Pa 
Earl M. Eaton, Secy., American Trust Bldg., Cedar Rapids, Iowa 
Federal Government Dental Services: R. H. Friedrich, Chm., 960 Park Ave., Plainfield, N.J 
History: L. W. Johnston, Chm., Republic Bldg., Denver 


516 


Lowry Medical Arts Bldg., St. Paul 
| 


DIRECTORY VOLUME OCTOBER 1950 


Hospital Dental Service: Edward C. Dobbs, Chm., 618 W. Lombard St., Baltimore 


Insurance: L. D. Cleek, Chm., Medical Arts Bldg., Charleston, W.Va 
Paul W. Zillmann, Secy., 29 Walden Ave., Buffalo 


International Relations: Stanley D. Tylman, Chm., 55 E. Washington St., Chicago 
Journalism: Charles A. Wilkie, Chm., 1 Hanson Place, Brooklyn 
Judicial Council: Ernest G. Sloman, Chm., 344 14th St., San Francisco 


Legislation: E. Harold Gale, Chm., 142 Washington Ave., Albany, N.Y. 
Francis J. Garvey, Secy., 222 E. Superior St., Chicago 


Membership: H. C. Jarvis, Chm., Mercantile Library Bldg., Cincinnati 


National Board of Dental Examiners: Thomas M. Birkbeck, Chm., Milton, Ore 
Gordon L. Teall, Secy., P. O. Box 71, Hiawatha, Kan. 


Relief: John S. Owens, Chm., 407 Cooper St., Camden, N.J. 
M. C. Hansen, Secy., Racine, Wis. 


Scientific Session: William A. Garrett, Chm., Candler Bldg., Atlanta, Ga 
Robert G. Kesel, Secy, 808 S. Wood St., Chicago 


ADVISORY COMMITTEES 


Bureau of Chemistry: Philip Jay, Chm., 715 S. Forest Ave., Ann Arbor, Mich 


Bureau of Economic Research and Statistics: L. M. FitzGerald, Chm., Roshek Bldg., Dubuque, 
Iowa 


Bureau of Library and Indexing Service: John E. Gurley, Chm., 350 Post St., San Francisco 
Bureau of Public Information: C. H. Jamieson, Chm., David Whitney Bldg., Detroit 


SECTION CHAIRMEN 


Clinics: Walter Buchmann, 25 E. Washington St., Chicago 

Full Denture Prosthesis: A. H. Grunewald, Naval Dental School, National Naval Medical 
Center, Bethesda, Md. 

Operative Dentistry: O. B. Coomer, Heyburn Bldg., Louisville, Ky. 

Oral Surgery: Vernor H. Eman, 622 Medical Arts Bldg., Grand Rapids 2, Mich 

Orthodontics: George S. Callaway, 654 Madison Ave., New York 

Partial Denture Prosthesis: Lewis W. Thom, 1546 Medical Arts Bldg., Minneapolis 2 

Pedodontics and Oral Hygiene: John E. Chrietzberg, 222'/ S. Fourth St., Springfield, III. 

Periodontia: Harold G. Ray, College of Dentistry, University of California, San Francisco 22 

Practice Management: Lloyd H. Dodd, 860 Citizens Bldg., Decatur 30, iil 

Research: F. A. Arnold, National Institute of Dental Research, Bethesda, Md. 

Roentgenology: Gordon M. Fitzgerald, College of Dentistry, University of California, San 
Francisco 

Scientific Exhibits: Hermann Becks, 2240 Channing Way, Berkeley, Calif. 


THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinots 
4-6730 


Lon W. Morrey, Editor Joun J. Houtister, Business Manager 


All expressions of opinions and all statements of supposed facts are published on the authority 
of the writer over whose signature they appear, and are not to be regarded as expressing the 
views of the American Dental Association, unless such statements or opinions have been 
adopted by the Association. Articles are accepted with the understanding that they have not 
been published previously and that they are submitted solely to THE JOURNAL. Advertising copy 
must conform to the official standards established by the American Dental Association. Notice of 
change of address should be received one month before the change is to be effective. Orders for 
reprints of JOURNAL articles must be received by the Business Manager's office not later than the 
15th of the month of issue in order to secure advantage of the lowest possible prices. Orders 
received after this date are subject to special quotation. 


4 
| 
: 
. 
if 


Alabama 


Alaska 
Arizona 


Arkansas 
California 


S. California 
Colorado 
Connecticut 


Delaware 
District of Columbia 


Florida 


Georgia 
Haweali 


Idaho 
IHinois 
Indiana 
lowa 


Kansas 
Kentucky 
Loulsiana 


Maine 
Maryland 


Massachusetts 
Michigan 


Minnesota 


Mississippi 
Missouri 


Montana 
Nebraska 


Nevada 

New Hampshire 
New Jersey 
New Mexico 


New York 
North Carolina 


North Dakota 
Ohio 
Oklahoma 


Oregon 


Panama Canal Zone 
Pennsylvania 
Puerto Rico 

Rhode Island 


South Carolina 
South Dakota 
Tennessee 


State 


Announcements 


Ninety-First Annual Session 
Ninety-Second Annual Session 
Ninety-Third Annual Session 


Date 


\pril 16-18, 1951 
April, 1951 


April 16-18, 1951 
\pril 2-4, 1951 


Oct. 4 


Jan. 10, 1951 
Mar. 11-14, 1951 


Nov. 19-22 
Oct. 


Oct. 12-14 


May 7-10, 1951 
May 21-23, 1951 
May 7-9, 1951 
May 6-9, 1951 
April 2-4, 1951 
April 26-28, 1951 
Tune 28-30, 1951 
April 30-May 2 
1951 
\pril 16-18, 1951 


Feb. 19-21, 1951 


April 1-4, 1951 


May 3-5, 1951 
May 14-16, 1951 


June 1, 2, 1951 
May 21-23, 1951 


May 7-11, 1951 
April 30-May 2 
1951 


M 17-20, 1951 
Nov. 27-29 
April 15-18, 1951 


Sept. 11-14, 1951 
Jan. 1951 
May 6-8, 1951 


May 20-22, 1951 
May 7-9, 1951 


AMERICAN DENTAL ASSOCIATION 


MEETINGS OF STATE SOCIETIES 


Place 


Birmingham 


Tucson 


Little Rock 
San Francisco 


Los Angeles 


Colorado Springs 


Wilmington 
Washington 


Hollywood 


Atlanta 
Honolulu 


Indi inapolis 
Des Moines 


Wichita 
Louisville 
New Orleans 
Rockland 
Baltimore 
Detroit 


Minneapolis 


St. Louis 


Billings 
Lincolr 


Ren 


Santa Fe 


Buffalo 
Pinehurst 
Grand Forks 
Cincinnati 
Oklahoma City 


Portland 


Pittsburel 
Providence 
Charlestor 


Watertown 
Nashville 


5i8 


Oct. 30-Nov."2, 1950 
Oct. 15-18, 1951 
Sept. 8-11, 1952 


Secretary 
. W. Matthews 


C. N. Hoveland 
H. G. DeWolf 


D. M. Hamm 
L. R. Ludwigsen 


C. A. Moss 
R. A. Downs 
E. S. Arnold 


L. Kreshtoo! 
kK. H. Wood 


L. M. Schulstad 


M. Heard Jr 
J. H. Dawe 


\. R. Cutler 
P. W. Clopper 
E. E. Ewbank 
H. Wilson 


F. A. Richmond 
\. B. Coxwell 
J. S. Bernhard 


F. P. Gilley 
E. L. Pessagno, Jr 


H. E. Tingley 
F. Wertheimer 


C. V. E. Cassel 


H. M. Campbell! 
R. R. Rhoades 


C. S. Renouard 
F. A, Pierson 


W. R. Bell 
F. E. Williams 
J. G. Carr 
1. S. Eilar 


C. A. Wilkie 
B. N. Walker 


H. C. Fixott, Jr. 


L. F. Baranowski 
M. D. Zimmerman 
F. Suarez 

\. F. Sullivan 


J. R. Owings 
E. W. Elmen 
E. J. Justis 


Atlantic City, N. J 
Washington, D. C. 
St. Louis 


Address 


1922 Tenth Ave., S. 
Birmingham 5 
Anchorage 


Valley National Bank Bidg 


Tucson 

White Bldg., Clarksville 
450 Sutter St., 

San Francisco 

1401 S. Hope St., 

Los Angeles 

724 Republic Bidg.., 
Denver 2 

37 Linnard Rd. 

W. Hartford 


815 West St., Wilmington 


202-1835 Eye St., N. W 
Washington 
Professional Bldg. 
Bradenton 

Persons Bidg., Macon 
810 N. Vineyard St. 
Honolulu 17 

Eastman Bldg., Boise 


623 Jefferson Bidg., Peoria 


Kingman 

639 Insurance Exchangs 
Bidg., Des Moines 
Brotherhood Bldg. 
Kansas City 

1976 Douglass Blvd 
Louisville 

407 Medical Arts Bldg 
Shreveport 

31 Central St., Bangor 
415 Medical Arts Bldg 
Baltimore 1 


12 Bay State Road, Boston 


Michigan Dept. of Health 


Lansing 
242 Lowry Medical 
Arts Bidg., St. Paul 
Tupelo 


201 Merchants Bank Bidg 


Jefferson City 

304 Phoenix Bidg., Butt« 
Federal Securities Bldg. 

Lincoln 

Medical Arts Blidg., Ren« 
814 Elm St.. Manchester 
407 Cooper St., Camden 


First National Bank Bldg 


\lbuquerque 


1 Hanson Place, Brookly: 


Liberty Life Bldg 
Charlotte 
Fargo 


185 E. State St., Columbus 


109% W. Oklahoma, 
Guthrie 
Medical-Dental Bldg.. 
Portland 


P. O. Box 102, Ft. Kobbe 


217? State St., Harrisburg 
Box 3863, Santurce 

171 Westminster St.. 
Providence 3 


201 E. North St., Greenville 


Sioux Falls 


Exchange Bldg., Memphis 


\ 
— 
Lewiston 
q 
J. H. Lunday 
E. G. Jones es . 
R. C. Calkin ah 
—— 


State 
Texas 
Utah 


Vermont 
Virginia 


Washington 
West Virginia 


Wisconsin 


Wyoming 


Alabama 
Alaska 
Arizona 


Arkansas 
California 


Colorado 
Connecticut 


Delaware 
District of Columbia 


Florida 
Georgia 


Hawaii 
Idaho 


IMinois 
Indiana 


lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 


Mississippi 
Missouri 


Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 


New Mexico 
New York 


North Carolina 
North Dakota 
Ohio 


Oklahoma 
Oregon 
Pennsylvania 


Rhode Island 


State 


Date 
Apr. 30-May 3, 
1951 


May 20-22, 1951 
April 9-11, 1951 


June 16-18, 1951 
Mar. 27-29, 1951 


Date 
June 18, 1951 
Nov. 8-11 


Feb. 5, 1951 


Nov. 14-18* 


July 9-14, 1951" 


Oct. 3-6 
Nov. 13-16* 


Dec. 4-8* 


Nov. 13-15 


Jan. 28-Feb. 2 
1951 
Jan. 8-12, 1951 


Jan. 8-10, 1951 
October 2-5 


Dec. 4 

June, 1951 
Dec. 11-1517 
Dec. 11-15** 
Dec. 11, 12} 
Oct. 


Oct. 3-4**} 
June 25, 1951 


July 9 


12, 1951 
Oct. 9-13 


Dec. 4-81 
Dec. 4.7} 


Place 
San Antonio 
Ogden 


Woodstock 
Richmond 


White Sulphur 
Springs 
Milwaukee 


Place 


Birmingham 


San Francisco 


Hartford 


Chicago 
Indianapolis 


lowa City 


Ann Arbor 
Minneapolis 


Jackson 
St. Louis 


Reno 
Boston 
Philadelphia 
Trenton 
Philadelphia 


New York, Buffal 
Syracuse and 
Albany 

New York and 
Buffalo 

Raleigh 


Fargo 
Columbus 


Philadelphia 


ANNOUNCEMENTS 


Secretary 
W. Ogle 
B. F. McBride 


J. A. Larrow 
J. E. John 


C. E. Flood 
A. B, Drake 
R. A. Mason 
T. A. Ward 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Secretary 


M. D. Edwards 
J. H. Geyer 
R. K. Trueblood 


H. E. Hanna 
kK. 1. Nesbitt 


W. D. MeCarthy 


Cc. G. Brooks 
Recorder 

P. K. Musselman 
W. M. Falls 


\. W. Kellner 
R. C. Coleman 


H. L. Houvener 
F. L. Luce 


W. A. McKee 
C. A. Frech 
H. M. Willits 


G. L. Teall 
R. 1. Todd 


\. R. deNux 
R. A. Derbyshire 
W. D. Day 


J. C. Wilson 
}. L. Champagne 


F. A. Larson 


J. C. Boswell 
R. R. Rhoades 


P. M. Feda 

A. Bumstead 
G. C. Steinmiller 
J. B. Brown 

W. A. Wilson 


J. J. Clarke, Sr. 
D. W. Beier 


O. Alford 

\. B. Crabtree 
E. D. Lowry 

N. D. Griffith 
\. F. Davis 
Exec. 

R. E. V. Miller 


M. Hackett 
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Address 
310 N. Ervay St., Dallas 


Medical Arts Bidg., 
Salt Lake City 
Middlebury 

804 Medical Arts Bldg. 
Roanoke 

1130 Medical-Denta! 
Bidg., Seattle 1 

1202 West Virginia Bldg 
Huntington 

964 N. 27th St., 
Milwaukee 

326 Wyoming National! 
Bank Bldg... Casper 


Address 


120 Adams, Montgomery 
Juneau 

25 N. Second Ave., 
Glendale 

Wilson Bldg., El Dorado 
507 Polk St.., 

San Francisco 2 

724 Republic Bldg. 
Denver 2 

302 State St., 

New London 

143 W. Main St., Newark 
1801 Eye St., N 7 
Washington 6 

P. O. Box 155, Hollywood 
State Capitol Bidg. 
Atlanta 3 

7-8 Pantheon 
Honolulu 

$10 First National 

Bank Bldg., Boise 

503 Wood Bidg., Benton 
Gary National Bank Bldg 


Gary 
719 Roshek Bidg., Dubuque 
Hiawatha 
Western Union Bidg 
Richmond 
Markeaville 
Box 387, Skowhegan 
3811 Hadley Square E 
Baltimore 18 
413 N. State House 
Boston 33 
3714 W. McNichols Road 
Detroit 21 
1632 Washington St., N. EF 
Minneapolis 
508 Lamar Bldg., Jackson 
Central Trust Bldg. 
Jefferson City 
Box 865, Helena 
924 Stewart Bldg., Lincoln 
Masonic Temple, Reno 
5 N. State St., Concord 
150 E. State St., Trenton & 


Artesia 
23 S. Pear! St., Albany 7 


1109 Liberty Life Bidg 
Charlotte 2 


79 E. State St., Columbus 
509 Medical Arts Bidg 
Oklahoma City 2 

306 Public Service Bldg 
Portland 

Northampton National 
Bank Bidg., Easton 

State Office Bidg 
Providence 
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Wisconsin 
Wyoming 


*Dentistry and dental hygien 
Dentistry. 
tDental hygiene 


Name 


American Academy of 
Dental Medicine 


American Academy of 
Periodontology, 
Thirty-Fourth Annual 
Meeting 


American Association of 
ntal Examiners 


American Board of 
Pedodontics 


American Dental 
Assistants Association 


American Society for the 
Advancement of General 
Anesthesia in Dentistry 


American Society of 
Dentistry for Children 


American Society of Oral 
Surgeons, Thirty-Second 
Annual Meeting 


Denver Dental Association, 
Midwinter Meeting 


Detroit District 
Dental Society, 
Ninth Annual Dental Review 


Greater New York 
Dental Meeting 


Mid-Continent Dental 
Congress, Tenth Annual 
Meeting 


New England Dental Society 
Annual Meeting 


New Orleans Dental 
onference 


Northeastern Society of 
Orthodontists, 
Annual Meeting 


Odontological Society of 
Western Pennsylvania 


Pan American Odontological 
Association, Fourteenth 
Annual Dinner-Meeting 


Rocky Mountain Societ 
Orthodontists, Annual Fal! 
Meeting 


Southwestern Society of 
Orthodontists 


*Examination tor Certification 
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South Carolina July 4-7. 
South Dakota 
Tennessee Dec 
Texas 
Utah 
Vermont 
Virginia June 
Washington Dec. 15 
West Virginia June 25 


OTHER MEETINGS 


1951 Columbia E. G. Bumgardner 
R. W. Ellis 
15 Memphis F. S. Maxey 
R. T. Weber 
J. Dalpiaz 
. A. Reid 
1951 Richmond i. M. Hughes 
22 Seattle J. B. Kiefer, Jr 
27, 1951 West Liberty C. A. Laughlin 


S. F. Donovan 
W. J. Ryan 


§Practical examinations. 
**Written examinations. 
ttClinical examinations 


Date City Secy 


Dec. 3 New York W. M. Greenhut 124 E. 84th St 
Secy. New York 28 
Oet. 26.28 Atlantic City C.E.Chamberlain 115 North St 
N. J Secy Peoria, IN 
Oct. 27-28 Atlantic City C. A. Bumstead 924 Stuart Bldg 
N. J. Secy. Lincoln, Neb. 
Feb. 8-10, 1951) St. Louis R. L. Ireland 305 Andrews Hall 
Secy Lincoln 8, Neb. 
Oct. 30-Nov. 2* Atlantic City M. L. Martin 410 First National Bank 
N.J Exec. Secy Bidg., LaPorte, Ind 
et. 24 New York M. H. Feldman Ave 
Exec. Secy New York 
Oct, 27-29 Atlantic City G. Tank 339 Ashbourne Road 
N Chm. Elkins Park 17, Pa 
Oct, 25-28 Atlantic City B. A. Olson 6331 Hollywood Blvd 
N.J Pres. Hollywood, Calif. 
Jan 10, 1951 Denver R. R. Maier 1123 Republic Bidg. 
Secy. Denver 2 
Oct. 11, 12 Detroit W. S. Anderson 4421 Woodward Ave. 
Chm Detroit 1 
Dec. 4-8 New York \. E. Corby Room 106A, Hotel Statler, 
Chm. Press New York 1 
Publication 


Nov. 26-29 St. Louis J. E. Brophy 
Exec. Secy. 

et. 45 Boston A. R. Wilson 
secy 

Nov. 5-8 New Orleans M. R. Matta 
Secy. 

Nov. 6 Washington O. Jacobse 

D. ¢ Secy 

Nov. 14.16 Pittsburg! W. E. Craig 

Dec 6 New York R. H. Brodsky 
Exec. Secy 

Nov. 6 Denver E. T. Klein 
Chm. Program 
Committee 

Oret. 15-18 Monroe, La M.A. Flesher 
Secy 


or Chm 


1517 Hampton St., 
Columbia 

Salem 

804 Bennie Dillon Bldg. 
Nashville 3 

312 Capital National Bank 
Bidg., Austin 

Helper 

Windsor 

715 Medical Arts Bldg 
Richmond 19 

510 Cobb Bidg., Seattle 
613 Prunty Bldg. 
Clarksburg 
Tomah 

208 Boyd Bidg., ¢ 


heyenne 


Address 


Syndicate Trust Bldg 
. Louis 1 


43 Farmington Av« 

Hartford, Conn . 
$117 Oak St., 

New Orleans 


35 W. Sist St 
New York 


206 Jenkins Bldg 
Pittsburgh 22 


14 East 81st St 
New York 


632 Re public Bidg. 
Denver 2 


Medical Arts Bldg 
Oklahoma City 
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THE SECOND EDITION 
OF THE 


AMERICAN DENTAL 
DIRECTORY 


... Pubdication Date—Nouvemler, 1950 


es Lists more than 80,000 dentists alphabetically and geo- 
graphically including street address, city and state. 


ae Shows general practitioners and specialists. 


e Indicates dental school attended and date of graduation. 


Included in this great directory is every dentist whose name 
can be verified. Invaluable for referring patients, looking up 
friends and classmates. 


Should be on the desk of every dentist and everyone who 


does business with dentists. 


FILL IN 


AND MAIL 

TODAY 

eee Save 
$2.50 


AMERICAN DENTAL ASSOCIATION 


222 East Superior Street, Chicago 11, Illinois 
| wish to take advantage of your money-saving offer 


by ordering my Directory today. | enclose payment 
of Ten ($10) Dollars. 


Signed 


Price will be $12.50 after publication 
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wide to DENTAL HEALTH 


WRITE FOR YOUR SAMPLE COPY TODAY 


Discusses 27 subjects oa ih. 
concerning which NT A 


questions are H E A LT H 


frequently asked: 


Why we have teeth Abscess 

Structure and shapes Dead tooth 

Primary teeth Gingivitis 

Permanent teeth Vincent's infecton 
Dental hygiene Pyorrhea 
Toothbrushing Halitosis 

Dentifrices Coid sore 
Mouthwashes Canker sore 

Other dental products Cancer 

Sodium fluoride Occupational hazards 
Diet and nutrition How to select a dentist 
Dental caries Responsibilities of the dentist 
Systemic conditions X-ray examination 


Artificial dentures 


Prices: 25 copies, $2.95; 50 copies, $5.00; 100 copies, $8.60 


AMERICAN DENTAL ASSOCIATION 
222 East Superior Street Chicago 11, Illinois 
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Prices Drastically Reduced! 
FOR 30 DAYS ONLY! ~—_ ORDER AT ONCE 


Chrome-Plated Contra Angle Doriot 
(Imported ) 


Present selling price in Dental Depots $11.00-—ONLY ONE TO A CUSTOMER 


100 “STANDARD” Anesthetic TUBES—(Accepted A.D.A.) (Fomulas 2A and IAB) $ br 
Chrome Plated, U.S.A. Make, Right Angle for Doriot 85 
Chrome Plated, U.S.A. Make, Contra Angle for Doriot 

Chrome Plated, U.S.A. Make, Doriot Hand Piece 

Diamond Instruments—Nos. 1-2-7-18-25-26-32-35 -75-76-87 
IMPORTED BURS Round or Inverted Cone 

IMPORTED BURS Cross Cut Fissure 

IMPORTED ‘ FORCEPS (Chrome-Plated) . 

(Numbers 15, 16, 18L, 18R, 32, 53L, 53R, 65, 69, 85, 88L, 88R, 150, 151) 
IMPORTED Collar & Crown Scissors (Chrome-Plated) 

IMPORTED Gum Scissors... 

18 Assorted Aluminum Trays (all good numbers) 

12 GUARANTEED BOILABLE MIRRORS (Sizes 4-5-6 Plane or Mag.) 
2 Jars Floss in Glass Containers (150 Yards) 

12 Carborundum Mounted Points (Assorted) 

2 Chrome Plated Gos Saliva Ejectors 

2 Dozen Steel Disks (°/s”-%’’-""). 

1 Bottle Surface Deaths (A.D.A. Accepted) 

2 Ozs. Copper Amalgam 

6 Dozen Broaches. . 

200 No. 2 Record Cards, Size 4”x6” 

1 Amalgam Carrier (Chrome- Plated) 

4 Stainles Steel P. W. Explorers (3-6-17-23) 

6 Boxes Celluloid Strips 

5 Boxes Temporary Stopping 

2 Boxes Linen Strips 

Box of S. S. White Porcelain, Shades 20-23-25 

1200 Sand Paper Disks (%4"’~’4’") 

30 Assorted Heatless Wheels (sizes 4 to 12) 

20 Bowks Articulating Paper 


FREE—Modern Ball Point Pen—with $10.00 order—FREE! 


HURRY if you want any of these SENSATIONAL VALUES 
FILL IN AND MAIL AT ONCE—BEFORE IT IS TOO LATE 


Please send me supplies marked with X 
1 Enclosed please find $. 1) Send C.O.D. (C.O.D. Fees Extra) 


Ship to Dr... Date 


(Please print . . . or enclose card) 
Address 


City 
STANDARD DENTAL Propucts Co. 


is 
an 


O 
O 
O 
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908 Chestnut St. Philadelphia 7, Pa. 


ABSOLUTE SATISFACTION or YOUR MONEY BACK 
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@ These are 
reductions of 
our full-column 
announce- 
ments. Only 
the top half 
is shown due 
to space limi- 
tations. 


Ruin Your 


SMILE 
HEALTH 
-»»POPULARITY 


the 
RESERVE PLAN WAY 
of POST-PAYMENT 
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ps you and Your P Gtien, 
Ss” 


This is part of the big new RP 
newspaper campaign that will bring 
dental education into millions 

of homes! 


@ Who is more aware of the need for dental education 

than you? You've seen the suffering .. . you've seen 
small children’s teeth disfigured for life because the 
dental education of parents has been neglected. Yes, 
and you'll appreciate the fact that something is now 
being done about it. This campaign, based on the theme, 
“Improve your appearance through dental care” will take 
the problems of dental care into millions of homes. 

Does this campaign have any direct effect on you? You 
can bet it does! Parents and other adults will come face to 
face with facts about modern dentistry. They'll learn the 
effects of teeth on appearance. You yourself know that once 
the facts are driven home, it will result in increased demand 
for dental treatment . among your patients and prospec- 
tive patients. 


... and Reserve Plan enables patients to 
PAY LATER FOR DENTAL CARE 
they get NOW! 


Not only is the problem openly stated, but a simple solu- 
tion is offered as well ... THE RESERVE PLAN WAY. Budget 
dentistry is the answer . . . convenient and economical for 
your patients who are unable to pay cash—ethical and profit- 
able for you. 


We'll see you at the ADA Convention in Atlantic City 


Ask us for more information on this new post-payment plan 
that’s gaining enthusiastic acceptance from patients and den- 
tists nationally. And if you can't make it to the convention, mail 
coupon below. Full details will be sent to you without obliga- 
tion. Don’t delay! Get all the benefits and advantages of 


RESERVE PLAN Now! 


ASSETS OVER $1,000,000.00 
Kansas City 6, Mo. | 


RESERVE PLAN, INC 
922 Walnut St. 


Please send me without obligation more information about the 
RESERVE PLAN WAY of post-payment. 


NAME 


i, RESERVE PLAN Way 
| of POST-PAYMENT 


CITY 


ADDRESS 


STATE 


to your 
HEALTH | 
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Looking for a particular dental article? Or 
a number of references on dental subjects? 
You'll find them quickly and easily in this 
complete, comprehensive Index. It lists thou- 
sands of articles from all of the important 
journals published in the English language 
from 1945 through 1947. Australia, Canada, 
England, India, New Zealand, South Africa 
and the United States are covered. Authors 
and Subjects are given and cross-indexed for 
convenience. In addition, you'll find lists of 
dental texts and journals. Original articles, 
editorials, abstracts, papers discussed before 
Societies . . . all are here. Don’t waste time 
looking for the proverbial needle in a hay- 
stack. Order your copy of this valuable In- 
dex. Only a limited edition was printed—so 
to make sure you get a copy, write today. 


American Dental Association, 222 East Superior Street, Chicago 11, Illinois 


| 
| 
366 pages of indexed articles from 144 dental journals 
A valuable referenc® 
for Dentists 
Dental Manufactures 
manufacture’ 
and Libraries: 
\ 4\\ 
ea 
| - Order your copy tod | 
lay! 


1. The CAL-LAB Grqup~a nation-wide group of independently owned 
~~ Taboratories with 4 rigid Code of Ethics conforming to the highest 
stand slof lental prog Directed by its Central Research 
Organization, this group is engaged in a vast, cooperative undertaking 
to lift the quality Of its services to still higher levels. 
These laboratories’ formed the CAL-LAB group for the same reason 
that the dentists formed their professional associations: 
To work together for the ideals and objectives attainable only 
sound Organization, broad thinking, 
d the directed-effort of many for a common good. 


e\CAL magazine—the monthly publication of the CAL-LAB Group, 
now iin its thirteenth year of distribution to more than 40,000 
dentists. As a contributory promotion of dentistry, 
Cal magazine's authoritative articles on practice management, 
patient-dentist relations, and applied psychology are 
highly regarded throughout the profession. 


3. CAL Service—the consummation of the aims and efforts of 
an this group. Here is an exclusively designated 
catia service of master craftsmanship — intelligently trained 
and supervised to deliver into the dentists’ 
Lanenarenes hands the highest quality of prosthetic design and 
a | construction that is humanly possible. Look for 


this emblem of CAL SERVICE, Doctor! 
SERVICE 
| The Gnewp 


* Do you read CAL magazine? Ask your CAL-LAB to send it to you! 
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1949 TRANSACTIONS OF 
THE AMERICAN DENTAL 
ASSOCIATION 


222 E. Superior Street 
Chicago 11, tll. 


1950 KINE EXAKTA—MODEL V 


35 mm. Single Lens Reflex Camera 

For photographing conditions before and after 
cavities, inlays and . 

rating oral treatment to 
ald of the progressive dentist! 
Tessar 
Penta Prism Eye Level Reflex Viewfinder 
Extension Tube Set 
Mieroseope Adapter 


PRES —Write Dept. 310 For Free Descriptive Bookie 
& Accessories and Brochure On Close-Up _ — tu 
With Kine Exakta. 
EXAKTA CAMERA COMPANY 
46 W. 29th St., New York 1, N. Y. 
Eaclusive Sales And Service Organization In 
U.8.A. For Ihagee Camera Works, Germany. 
Copyright 1950, Exekta Camera Company, Ine. 


5 for $10.00 


INDIAN HEAD DIAMOND 
POINTS OR WHEELS 


Finest quality; long wearing; fast, 
smooth, even cutting; non-clogging. 
May be used on any hard amalgam 
found in natural teeth. 

Write for Literature 


UNION BROACH CO.., Inc. 
Dept. A-10 
37 W. 20th St. | New York II, N. Y. 


Visit Booth 220 
at the Atlantic City Meeting 
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THE NEW ADVANCED 


Machines 


N Oo Ww. ee Your Choice of 
with the Exclusive RITTER 


STANDARD TECHNIQUE 


VARIABLE TECHNIQUE 


Set on variable, the Ritter DUAL-X 
allows you to control, independently, 
kilovoltage and milliamperage. Asa 
result, the DUAL-X provides clear, 
sharply defined radiographs of greater 
diagnostic value. Long distance radio- 
—_— techniques and profile ra- 

ography aed routine due to the 
ease of DUAL-X adjustment. 


Set on standard, the Ritter DUAL-X is 
ready for your routine examinations. 
With this setting kilovoltage and mil- 
liamperage do not need to be ad- 
justed. A reading of 10 milliamperes 
remains constant for all radiographs. 
You or your nurse can make routine 
examinations easily ... in a minimum 
of time. 


NEw Ritter * 


Makes Possible Controlled Diagnostic 
Quality in Your Radiographs 


Catalog. 
SEND THIS COUPON FOR YOUR COPY NAME. 
‘OF THE NEW RITTER DUAL & CATALOG STREET. 
*Film Dispenser and Long Cones Optional AONE... STA 


at Slight Additional Cost, 
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. . « for trays, inlays and HEAVIEST FLASKS! 


At last ... a vibrator with three speeds with full 
power to take care of every vibrator job in the office 
or the dental lab . . . from trays and inlays to even 
the HEAVIEST FLASKS. 

Scientifically engineered, the TM, though only 444” 
square is built for heavy duty laboratory 
use. Comes in green hammerloid or 
chrome finish. Foot control switch avail- 
able at additional cost. Free literature 
available. Model 6H $17.50 


CONTROLLED AMALGAMATION 


velvety texture in approxi- 
mately 10 omen ms 
BEFORE YOUR OWN 
EYES. Clear plastic head © Super-Finished 
tells you exactly when mix Smoother 

is complete. TM amalga- © Visible Supply 
mator with massage ele- Available in a 
ment is used in the treat- ” oe” ys 
ment of Pyorrhea. 10 foot roll. .$.75 


mator with 


Wall Bracket 


UNIT BUNSEN 
LIGHTER — 


As Easy as Snapping 
Your Fingers! 


The picture shows the correct posi- 
tion of the unit in your Bunsen Bur- 
ner Guard. Push unit down—with 
flint screw facing down—until flush 
with bottom edge of the opening. 
The ring compresses easily and 
holds firmly. A quick turn of the knob 
clockwise, and the sparks ignite the 
gas. Any standard flint can be used. 
It's as simple as that! 


Ask Your Dealer to Show it to You 
B. G. HATCH COMPANY, INC., BROOKLYN I, N. Y. 
Be Sure to Visit Booth 209 at Atlantic City Meeting 
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REST WHILE YOU WORK 
TO HAVE FUN WHILE YOU PLAY 


—WITH ROTA-SEAT 


Rota-Seat gives you complete operating freedom 
—SITTING DOWN. It will add years, profitable 
years, to your professional career, because when 

ou work sitting down you banish exhaustion, 
war te bending and twisting stresses that can 
build up to serious organic disorders. You can 
take care of more patients, too, for you will need 
fewer rest periods. 

Rota-Seat is the ORIGINAL operating seat for 
= dentists (not merely a rest stool), you sit on deep, 
Meee foam rubber, and roll easily to any operating 

~,: position. More and more dental colleges are en- 

dorsing Rota-Seat's ‘‘sit-down” technique every 

day—send for fully illustrated booklet showing 

how to combat fatigue and live longer—the 
energy-saving, Rota-Seat way. 

Ask your dental supply dealer to show you how easy it 
is to operate from a Rota-Seat in your own office. Thou- 
sands of satisfied users. 


m EXTRA COMFORT FOR YOUR PATIENTS, 


a 


Peer 


Instead of the patient holding his head in one 
enage forcing you to operate from many dif- 
erent, uncomfortable angles, the new Rota-Seat 
Head Rest permits turning the patient's head to 
offer easier access for the dentist, thus proving 
more comfortable for patient and dentist alike. 
The Rota-Seac Head Rest is adjustable to fit any 
type or make of chair. Made in one piece, large 
enough to accommodate any size head, of 1% in. thick 
foam rubber, covered with black vinylite to resist acids, 
water, oil, and all solvents, it can easily be kept clean by 
ordinary washing. Ask your dental supply dealer for 
details, or write us direct, giving your dealer's name. 


DENTAL EQUIPMENT SPECIALISTS 
4606 W. 21st St. Cicero 50, Ill. \ 
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UNION SECTIONAL TRAYS 
For Split Impressions 


MODEL A. C. 


Deluxe 
DENTAL MIX 


PRICE ONLY 


An automatically 
operated mortar and 


pestle which gives you * Patented prin- 


No jig-saw puzzles! Sections come out clean and ciple in mortar 


in 1 piece, in a horizontal line, taking an exact | positive control of nd stle 
impression of the teeth. $2.50 a box of 12 Pairs trituration. . . and pes 
of Sections and 1 Universal Crown and Bridge : : 1 . * Fingertip power 

rm amaigam Datc ae 

No. | — Straight No. 2 — Curved mp fe 10 SECONDS. — adjust- 
Also available for partial i ssions—small, Good looking . . . * Accurate Timer 
medi d large, 3.50. ractically noiseless. 
Right and left, $2.50 each. built-in 


Booth 
Seid by Bester Dealers Everywhere | ADA."Senion, Convenient to 


tic City. 
UNION BROACH CO., INC. 
37 West 20th Street, New York 11, N. Y. 


Visit Booth 220 | 
at the Atlantic City Meeting 


use 
* Beautiful design 
* Three year guar- 


antee 


A Picture is Worth 1000 Words! 


‘0 C 33 — the complete dental 
RA AM photographic set-up 
THE ONLY WAY for PERMANENT RECORDS! 


Full Color Transparencies for TRUE-TO-LIFE Photos 


USED BY MANY LEADERS IN THE PROFESSION for your 35mm peg Oe 
intra-oral records, close-u 

and “after” pictures, full a les, etc. 

NOW USED by general dentistry, special- 

ists, clinics, hospitals. 

LOW IN PRICE—HIGH IN 1050 


BUY from MANFACTURER 
SAVE $$$... full price. 50 
ORDER TODAY 


SOUTH SHORE CAMERA CO. + 
1927 E. 7ist St., Chicago 49, Ill. 


Please forward ORACAM, the photographic DENTAL 8 
P set-up as indicated below: 


[] One complete set-up at $49.50 each. | own . 
model 35mm camera with ....... lens. 
Ship C.O0.D. Check Enclosed Bill me 


or, Please send complete illustrated ature 


1 C1) | am also interested in.. make of 
35mm camera. Please send camera catalog. ‘ 


SOUTH SHORE CAMERA CO. 


Tel.: BUtterfield 8-831! Address 
1927 East 7ist Street Chicago 49, Illinois City 
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BAKER 1324529 Na to. 
HIGH! old Made: by 


30 Cherch SF) Pow York 
740 Market San 2; Cal. 
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aid flrotection? 


A few minutes of your time—as your denture 
patient leaves the chair—is the only premium 
you'll have to pay on this denture insurance. 

“Just soak and rinse the Polident way,” are the 

simple instructions that will enable your patient 
to maintain denture hygiene without the dangers 
of abrasive brushing and excessive handling. 

In return for this investment in sound advice, 
you can be assured that your carefully prepared 
denture will “keep fit,” and that complaints and 

refittings will be held to a minimum. Dissolving 
away mucin, odor, tarnish and food debris by 


gentle chemical action, Polident is not only safer, 
but is actually easier and more pleasant for the 
patient to use routinely. Use the coupon below 
for generous office samples. 


m POLIDENT 


SOAK 


HUDSON PRODUCTS, INC. + Jersey City 2, N. J. 


JERSEY CITY 2, N. J. A-100 


Please send ms without charge or obligation a 
supply of office samples of Polident. 
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my 
a How about your patients, doctor > Are they equally 7 
. confident? They will be — if you'll use 
confi CODES wherever 
indicated. Elimination of dental pain by any means 4 
is well worth while put what simpler, | 
4 more economical WaY than by of this fine 
local anesthetic solution? “N.P.C.'s” deep, q 
dense anesthesia provides the sort of lasting 
; protection which helps free patients i 
from feat of dental pain. Once rid of that 
bugaboo, they'll be more receptive plans 
for proper rooth care. They'll be grateful, 
go. it’s on just such 
patient-gracimude that better practices 
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Quality Golds 


at a moderate price 


MOWREY'S 
B Inlay Medium Hard Type B 
Special Inlay Hard Type C 
* 


Both contain platinum and can be 
used for inlays and bridge work. 


* 

PRICES: 
Ask for our List Ounce Rate $100.00 Rate Ask for our 
$1.88 Dwt. $1.82 Dwt. $1.75 Dwt. 


Order Direct from 


W é. Mowrey Company 


1899-1950 
More than 50 Years of Service to the Dental Profession’ 


1436 W. University Avenue St. Paul 4, Minn. | 


RADIOSURG SCALPEL 
‘Indicated as an Aid in Oral Management 


*Recently published literature by dental authorities emphasizes the advantages 
of the new science of minor electronic surgery in a wide range of dental tech- 
niques. The applications which the dentist will find particularly useful in his 
practice are: 


@ SPOT, MINOR or MAJOR SURGERY 
IN 


@ THE NEW RESTORATION 
APPROACH 


@ PERIODONTIA 
@ INCISIONS 
@ COAGULATION 
@ STERILIZATION 


THE RADIOSURG SCALPEL is a pre- 
cision instrument, new in basic principle. 
Constructed according to exacting speci- 
RADIOSURG SCALPEL—Mode! R-1 fications. 


*WRITE FOR DETAILED DESCRIPTION AND AUTHORITATIVE TECHNIQUES 
Accepted by Council on Physical Medicine A.M.A. 


ELECTRONIC SURGICAL EQUIPMENT CO.., Inc. 
N. E. COR. 23RD & ARCH STS. PHILADELPHIA 3, PA., U. S. A. 
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TERROR... FATIGUE 
HAND PRESSURE 


TEETH...PAIN. 

TOFFLEMIRE FORM-FITTING 


ANTERIOR 


and PRE-FORMED 
STAINLESS STEEL 


Non-yielding, Mechanical Pressure 
for Acrylic and Other Filling Materials 


Here is a combination of a form-fitting Anterior Retainer and pre-formed 
Stainless Steel Matrix Bands which provide for the first time positive, non-yielding 
P for king denser, more compact, retentive and volumetrically stable 
anterior restorations. Permits use of thicker mixes of acrylic and other modern 
filling materials never possible with 1 This new scientifically 
designed retainer is easy to use . . . quldiiy .. . . . 
and instantly removed. Made of non-corrosive, Stainless Steel to last a lifétime. 
Complete with a quantity of special pre-formed (pat. pend.) bands. Additional 
bands as needed at low price. 


Use this retainer for one week. If not 
TRY ITAT satisfied return it for full eredit. 
OUR RISK! | Order from your dealer today or write us. 


THE WILLIAM GETZ CORPORATION 


DENTAL PRODUCTS 
7512 GREENWOOD AVE. . CHICAGO 19. ILLINOIS 


VISIT THE GETZ BOOTH AT THE A.D.A. CONVENTION 
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in the presence of anatomical or 
psychological difficulties, the pa- 
tient may never achieve success- 
ful adaptation without extra help 
during the first critical weeks. 


To encourage persistent use dur- 
ing this difficult period, many 
dentists recommend Wernet’s 
Powder, which improves reten- 


tion and stability with its soft 
resilient cushion. By stimulating 
confidence, it helps significantly 
in facilitating successful mastery 
of the new prosthesis. 

Use the coupon for a liberal free 
office supply. 


Wernet Dental Mfg. Co., Inc. 
Jersey City 2, N. J. 


SPEEDS THE MASTERY OF THE DENTURE 


POWDER 
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= WERNET DENTAL LORE 


OcTOBER 1950 


According to official U. S. Army dental estimates, 
every 100 persons in the general population need 190 
extractions, 500 fillings, 30 crowns and bridges, and 20 
full dentures. It would require 800,000,000 hours of den- 
tal service to complete this work. 

Studies made in 1938 indicate that the oral health 
ot the average school child does not measure up to the 
level of his general health. Of 95.427 children examined 
(ages 5 to 14 years) , 77.4 per cent were found to have 
good general health, but only 34.9 per cent had good 


oral health. 
> 


“Porcelain” teeth for artificial dentures were first 
developed because Monsieur Buchateau, an apothecary 
of St. Germain, became dissatisfied with the discoloring 
of his own denture, made of ivory and natural teeth. 
He formulated a paste which became very hard on set- 
ting, and was used first in 1776 with the aid of a dentist 


in the preparation of “porcelain” teeth. 


The first dental journal was published in the United 
States in 1839; the first national dental association was 
organized in 1840; and the first dental school was estab- 
lished in 1840. 

The Egyptians were highly adept at preparing arti- 
ficial dentures or restorations. Some mummies have been 
found with brass teeth bedded into wood carved to fit 
the roof of the mouth; in one instance the base was of 
solid gold, and the teeth of carved ivory. 

A rose by any other name... Karaya gum, used as 
the base in Wernet’s Powder, is known to the natives of 
India also as gum katila, or gum kulloo. 


WERNET DENTAL MFG. CO., INC. 

Jersey City 2, N. J. Dept. 3W 

Please send me a complimentary office supply of Wernet’s 
Powder. 
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Posture Comfort Chair to be Demonstrated 
at A.D.A. Convention 


Be sure to see and use the Posture Comfort Chair at the American Dental Association 
Convention—October 30 to November 2, in Atlantic City. 


If you attended the 90th Annual session in San Francisco last year, you will remember 
the crowd that packed the Childs Manufacturing Company’s booth to try the Posture 
Comfort Chair. 


We invite you to visit us in Atlantic City. A group of attendants will be on hand to 
demonstrate this “modern way to practice dentistry.” 


Write for illustrated booklet: 


Childs Manufacturing Company 
Macon, Georgia 
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MOST 


, D-P ELASTIC IMPRESSION CREAM IS... 


PLEASANT to use because it is easy to use—a real 
time saver. 


GRATIFYING to use because you will obtain 
splendid results that are consistently satisfactory. 


D-P Elastic Impression Cream is one of the most 
workable materials you can employ. It combines the 
ig desirable qualities of accuracy, strength, elasticity 
{ and solid body. 
i D-P Elastic Impression Cream mixes smoothly in 
; minimum time; goes into solution rapidly. It has a unique 
body texture that flows sufficiently to copy the most mi- 
nute detail, but will noc run down the patient's throat. It 
sets sharply with no lingering gelation, so that chances for 
distortion are greatly lessened. It comes out of the mouth 
quickly. It sets to a firm but resilient body, allowing 
removal from the most aggravated undercuts. 


Order from your Dental Dealer NOW 


543 West Arden Ave., Glendole 3, Calif. 
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MANY 


campaigns 


GIVE ror ALL! 
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s Revolutionary! 


Turn Platform 
. Continuous Flame. 
. Flame’s 


, not F 
Such is the Hanav Touch-O-Matic! aL 


_longer need burners constantly flame aw 
full blast, treating. unnecessary heat, 
umes, and | fire hazard — while running 
p the gas bill. For, with the revol revolution y 
Touch- -O-Matic, a mere touch of t 
or finger to the ON. OFF pla 
resto") there you have a 
flame. Remove your OVERnEATED Lass 
flame, and only a small, wa 
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 work-height hand-rest. 
rae: 
| ‘Don't delay. Keep your laboratory cooler, 
“of noxious fumes .. . keep it safe! 
Ask your dealer for a demonstration, or w literature, 
HANAU ENGINEERING CO., INC., 1233 Main Street, Buffalo 9, 


SMILE 


© A new dental health education 
booklet. 

@ Designed for supplementary 
classroom reading in the upper 
grades. Also suitable for the 
dental office reception room. 

© Illustrated in four colors. Size 
about 7 by 9 inches. 36 pages. 


EXPERT OPINIONS 


“This new booklet, Everybody Smile, is the finest 
piece of health education material | have ever 
seen, and | mean in all fields of health.” Hugo M. 
Kulstad, D.D.S., Chief, Bureau of Dental Health, 
California Department of Public Health 


“Your new booklet, Everybody Smile, is an ex- 
cellent piece of work. Its colorful art work and 
text capture the juvenile spirit and attention. | 
am moking such material available to my young 
patients." Leo J. Shoeny, D.D.S., Chairman, Coun- 
cil on Dental Health, American Dental Association 


— PRICES — “It is an attractive and appealing publication and 

25 copies .... $ 6.50 should, | am certain, prove most helpful.” Herold 

SOcopies.... 11.40 C. Hunt, Ed.D., General Superintendent of Schools, 
100 copies .... 19.50 Chicago Board of Education 
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AMERICAN DENTAL ASSOCIATION 4 
222 SUPERIOR ST. CHICAGQ IIL ILL. 4 


Ready Chis Month ! 


NEW THIRD EDITION 


Choma’s ORAL 
PATHOLOGY 


A Histological, Roentgenological, and Clinical Study 
of the 
Diseases of the Teeth, Jaws, and Mouth 


THE ONLY COMPREHENSIVE SCIENTIFIC BOOK EMPHASIZING MEDICAL- 
DENTAL PROBLEMS. IT CONTAINS A WEALTH OF INFORMATION ABOUT 
PRIMARY DISORDERS OF THE TEETH AND DEPICTS IN DETAIL THE 
EFFECTS OF SYSTEMIC DISEASES OF THE TEETH, JAWS AND MOUTH. 
PLUS TREATMENT IN EACH INSTANCE, 


It's like “sending owls to Athens” to printed) the pathogenesis, diagnosis, histo- 
describe Dr. Thoma’s books. Reviews of the pathology and treatment of the known 
former editions of ORAL PATHOLOGY anomalies, diseases, and tumors of the 
are so unanimously lavish in their praise mouth and jaws are fully encompassed. 
of his material and his manner of presenta- 

tion—both for the student and the prac- The first three chapters on Experimental 
titioner—that we consider it unnecessary Pathology, covering hereditary, endocrine 
to quote from them. The daily, clinical #4 nutritional influences on the teeth and 


needs of the dentist are ideally met with jaws have received great attention in the 
light of new research in these fields. 


this book. 


This Third Edition has been considerably The book is famous for the number of 


expanded with much new material and, of 
course, it has been brought completely up- 
to-the-minute. The subject matter has been 
rearranged so that when used with the two- 
volume ORAL SURGERY (recently re- 


By KURT H. THOMA, D.M.D., F.D.S., F.S.C. (Eng.) 
(Edin.) Professor of Oral Surgery, Emeritus, and Brackett Professor of Oral 


outstanding illustrations, many in color, 
and the reader of this new edition will 
find many new ones—as well as many im- 
portant additional references to facilitate 
further research. 


F.D.S., R.CS., 


Pathology, Harvard University, etc. etc. 1559 Pages 1660 illustrations (78 in 


Color). Price, $17.50. 


ORDER 


FORM 


[) Enelosed find check. 


The C. V. Mosby Company ADA 10-50 
3207 Washington Blvd. 
St. Louis 3, Missouri 


Please send me Thoma’s ORAL PATHOLOGY—New Third 
Edition. The price is $17.50. 


) Charge my account. 
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S. S. WHITE FILLING PORCELAIN IMPROVED 


A silicate cement with the esthetic and functional properties re- 
quired to successfully replace tooth structure. It has proved its value 
through years of gratifying service. 

Distinctive Features: Rigid and strong; perfect adaptation to cavity 
wall and margins; no volume change; high resistance to wear and 
mouth acids; fluorescence; provision for easy and accurate color- 
matching; easy mixing and inserting techniques; long lasting. 
Physical Properties: Compressive strength 30,000 lbs. per sq. in. (7 
days); solubility 0.9% by weight (7 days); pH only 4.3 fifteen 
minutes after start of mix. Exceeds requirements of A.D.A. Specifica- 


Ne 
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, 
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AT A 30% SAVING 


1 each Filling Porcelain Improved Powders, Nos. 20, 22, 25, 26, and A 
2 Filling Porcelain Improved Powders, No. 21 


2 Filling Porcelain Improved Liquids 
1 Request Card for Filling Porcelain Improved Color Matching Guide (for 


those who do not have a color guide) 
Packed in an attractive leatherette case VALUE... $23.00 


Price subject to change PRICE eee 16.00 


SAVING $7.00 OR 30% 


THE S.S.WHITE DENTAL MFGC.CO. 
Philadelphia 5, Pa. 
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CLASSIFIED 
ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES FOR SALE 


FOR SALE— Well established active general 

practice. Two chairs, Ritter equipped, X- 
ray. McKesson gas machine. Well equipped 
office with own kitchen; very low overhead 
Near Pittsburgh, Pa. Reason for selling 
ill health. Address A.D.A. Box 202. 


FOR SALE—Established practice in North- 
ern Ohio. Pleasant college town. Modern 
equipment. Address A.D.A. Box 201. 


FOR SALE—Sacrifice—must retire immedi- 

ately from eighteen year old practice. Ex- 
cellent location suburban New Jersey town, 
seventeen miles from New York. Completely 
equipped one-chair office and laboratory, 
$18,000 yearly. Office suite on ground floor, 
four-room apartment above. Practice, equip- 
ment and building sacrificed account health 
for quick sale at $16,500. Must have $16,000 


cash. Address A.D.A. Box 199. 
CALLED INTO SERVICE—Wonderful op- 


portunity for man interested small town 
practice. Immediate income. Low rental. Few 
minutes drive from New Haven, Conn. Write 
A. G. Williams, 185 Church St., New Haven, 
Conn. 


FOR SALE—Due to death. Practice in desir- 

able location. Two operating rooms, Ritter 
equipped. Reasonably priced. Direct replies 
to Mrs. Fred W. Field, Medical Arts Bldge., 
Roseburg, Oregon. 


FOR SALE—Reputable Orthodontic practice 
in New Jersey. Address A.D.A. Box 203. 


FOR SALE—Reliable dentist wanted to take 

over large established practice, office and 
fixtures of fatally ill dentist. Most unusual 
opportunity in West—wealthy, prosperous 
good fee city of approximately 8,000. Wire, 
F. A. Mills, M.D., Rawlins, Wyoming. 


FOR SALE—Dental office. Heart attack 


forces retirement after 46 years practice. 
Exceptional opportunity. Three chairs, in- 


cluding a new motor chair, new X-ray, 
laboratory. Best corner location in town. 
Only one other dentist in prosperous town 


of 7,000. 30 miles south of Pinehurst, on 
main North-South highway. Direct replies 


to Dr. J. L. Gibson, Laurinburg, N. 
FOR SALE—Immediately or after associa- 


tion, large practice in largest Southern 
Ohio city, grossing well over $20,000 per 


year. Connected living quarters available for 
rental if desired. Very beautiful office, two 
operating rooms. Price $5,000. Liberal terms. 
Address A.D.A. Box 193 


Advertisements cost $3.50 not exceeding 30 
words, additional words !0c each. Commercia! 
agency advertisements, $3.50 for 20 words, ad- 
ditional words 13c each. Publisher reserves the 
right to determine classification. An extra fee 
of 25c is charged advertisers who have answers 
sent care of A.D.A. and in such cases we do 
not furnish name or address to inquirers. This 
rate applies for each insertion. 


FOR SALE—Thriving practice in small 
Western Minnesota town. All the work 
you want. Priced for quick sale; owner leav- 


ing state. Address Dr. G. W. Bartlett, Er- 
skine, Minn. 
FOR SALE—Due to death—dental office 
Two operating rooms completely Ritter 


equipped. Castle lights. Practice well-estab- 
lished 48 years. Write Mrs. H. C. Hamilton, 
Two Harbors, Michigan. 


LOCATIONS AVAILABLE 


FOR RENT—San Diego, California; ten- 

room dental suite, near-new building. 
Parking facilities available. Exceptional lo- 
cation, main artery of city. Address replies 


to J. E. Shattuck, 3905, El Cajon Blvd., San 
Diego, California. 
FOR RENT—Office; share reception room 
with general practitioner. Four other 


rooms. Plumbing and electrical wiring all 

set up. Good location. Reasonable terms. 

Phone Syracuse 3-7755 or write H. J. Sliski, 

M.D., 1042 W. Genesee St., Syracuse 4, N. Y. 


FOR RENT—Three front rooms for dentist. 
Successful practice previously established 
for thirty years. M.D. occupies adjoining 
suite. Community of 4,000. For information 
write Mrs. Bela Kingman, New Market, New 
Hampshire. 
FOR LEASE—Dental practice and office for 
lease with opportunity to form permanent 
association Prosperous, well-established 
practice. New building and excellent loca- 
tion. All new equipment and furnishings. 
Two operating chairs and x-ray equipment. 
Dentist who is going into service for one or 
two years will be most cooperative in his 
arrangement. Contact Medical-Dental Man- 
agement, 24 E. Sixth St., Cincinnati, Ohio. 


FOR RENT—Part-time—To orthodontist, 
fully equipped dental office. Nassau county 
town of 30,000 ner New York City. No ortho- 
dontist in town at present. Beautiful prem- 
tees. Excellent location. Address A.D.A. Box 
190. 
FOR RENT—Miami, Florida—Excellent Bis- 
cayne Boulevard dental location. Air con- 
ditioned new building. Share reception room 
with M.D. Direct replies to L. . Medoff, 
M.D., 6630 Biscayne Blvd., Miami, Florida. 


OPPORTUNITIES AVAILABLE 


WANTED—By philanthropic foundation, 

dentists under 40 years of age for public 
health work. Starting salary rate $4,500 per 
annum. Michigan licensure not required pro- 
vided the individual is a graduate of an ac- 
credited dental school and is licensed in 
another state. For detailed information 
write Kenneth R. Gibson, D.D.S., M.S.P.H., 
Director, Child Health Division, Children’s 
Fund of Michigan, 660 Frederick St., Detroit 
2, Michigan. 
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WANTED—Small community in Red River 

Valley, N. D., see the services of a 
dentist. Large territory to serve. Contact 
Dr. G. S. Wheeler, Portland, N. D. 


WANTED—Experienced dentist to take over 

my $30,000 per year practice while I serve 
a year or two in service. Town of 7,500, 
Northern Indiana. Address A.D.A. Box 189. 


WANTED—Florida licensed dentist to start 

immediate associate practice, Fort Lau- 
derdale. New air-conditioned clinic, 3 op- 
erating rooms, new 8. 8S. White equipment. 
Send references and experience. Contact: 
Clayton R. Konas, D.D.S., 700 E. Broward 
Blvd., Fort Lauderdale, Florida. 


WANTED—General dentist for construction 

town of White Rock, New Mexico, ad- 
jacent to Los Alamos Project. Population 
now 2,000 with maximum of 3,500 anticipated. 
Office and housing available. Address Per- 
sonnel Division, The Zia Company, Los 
Alamos, New Mexico. 


WANTED—Capable dentist to assume large, 

long-established practice in Kansas col- 
lege town. Well-equipped, air-conditioned 
office, excellent clientele, near city. Owner 
retiring, will remain temporarily to acquaint 
purchaser with practice. Satisfactory terms. 
Address A.D.A. Box 198. 


WANTED—Dentist to 


practice in 
seat, 


take 
Greenville, 
5,000 population. 


over general 
Illinois. County 
Well-equipped two 
chair office immediately available for two 
years while owner takes graduate work. 
nee Dr. Wm. L. MeCracken, Greenville, 


OPPORTUNITIES WANTED 


WANTED—Middle aged Univ. of Penn. grad- 

uate with considerable post-graduate 
training and experience in Oral Surgery 
desires position or association in Oral Sur- 
gery. Conducted successful private general 
practice before specializing. Will consider 
private practice in Oral Surgery, University 
appointment or direct State Health program. 
High remuneration expected for high pro- 
fessional and social qualifications. Will bear 
rigid investigation. Address A.D.A. Box 195. 


A-65 


ORAL SURGEON—Well trained, well expe- 
rienced in hospital and office procedures. 
Desires association—oral surgeon; roup; 
institution; teaching. New York license. 
Willing to take other state boards if - 
tunity warrants. Address A.D.A. Box 196. 


WANTED—-In the state of Washington: 

Will purchase practice, locate with older 
man or group clinic or open outright. Age 
35, 11 years experience. Careful operator. 
Some work in radiology and periodontology. 
Address A.D.A, Box 


WANTED—After practicing 25 years near 

New York City, | am interested in buying 
a practice in the Adirondacks or settling in 
a town in that region that needs a dentist. 
Address A.D.A. Box 192. 


WANTED—Practice to buy in Pennsylvania 

by young dentist with over one year of 
clinical training in Exodontia an Pros- 
thetics. Address A.D.A. Box 191. 


WANTED—Better position in busy dental 

office by laboratory technician with 20 
years experience; perfect in all types of 
work. Address A.D.A. Box 197. 


EQUIPMENT FOR SALE 


FOR SALE—In Florida—S. S. White operat- 

ing chair; dental unit with attached oper- 
ating light; sterilizer; dental cabinet; labo- 
ratory equipment. Price very reasonable. 
Reason for selling: owner's death. Address 
A.D.A. Box 163. 


FORCED RETIREMENT—Must sell, quick- 
ly, instruments and comngnese equipment. 
White unit with Henschel water attach- 
, chair, cabinet, glass surgical cabinet, 
}. E. x-ray, motor aspirator, sterilizer, oral 
light, laboratory equipment, etc. Sacrifice at 
ag for immediate disposal. Address A.D.A. 
3ox 200. 


MISCELLANEOUS 
WANTED 


’ 

Old Dental Books—Orthodontia 

Journals; Old Dental Prints—Advertise- 

ments. Leo L. Bruder, 1 De Kalb Avenue, 
Brooklyn 1, 


OPPORTUNITIES AVAILABLE 


D-183—DENTIST associate with physi- 
cian in small California Community as 
representative and employee of Clinic. 
Physician also associated with Clinic 
which has constructed new building in 
this community. Salary $400 to $500 per 
month plus percentage. 


1)-160—DENTIST: for association with 
established Eastern Corporation in a 
sales capacity ultimately leading to a 
proprietary interest. Liberal proposition 
for right man. 


Ann Woodward, Director 
Woodward Medical Personnel Bureau 
185 N. Wabash Avenue 
Chicago |, Illinois 


D-122—-DENTIST: Hospital and Clinic, 
ACS approval, Detroit, Michigan area; 
modern facilities: remuneration on per- 
centage basis. 


D-186-——-DENTIST: for Fluoride Unit of 
Health Department; starting salary 
$5,400, increase to $6,400. 26 days an- 
nual leave plus 15 days sick leave with 
pay. Eastern location. 


D-125—UNOPPOSED LOCATION: Idaho 
community is in desperate need of a 
dentist. Prosperous farming area. Space 
available in office building. 
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D-162—-UNOPPOSED LOCATION: Ken- 
tucky community is desperate for den- 
tist to serve its needs. 


D-170—DENTIST: for California medi- 
cal group of Mayo trained men covering 
7 specialties. Now installing complete 
dental department. 50% of work is in- 
dustrial, 50% clinical, or may maintain 
grevate practice half-time if desirable. 
No investment necessary—must be in 
thirties. Wonderful Opportunity. 


D-175—DENTIST: Director of State 
Dental Program. Must have some pub- 
lic health experience. Salary $6,000 to 
$7,500 plus per diem additional allow- 
ance. 


D-168—PEDODONTIST: Associate with 
Oral Surgeon and Periodontist. High- 
class practice. Last Pedodontist grossed 
$35,000 his second year. Leading South- 
west city. Mild climate, ideal recreation 
and living conditions. 


D-174—DENTIST: Staff appointment for 
Midwest Public Health Department. 


D-252—LOCATION for Dentist: Small 
yrivately owned Hospital. Excellent 
Vestern resort area. Estimate $15,000 
income—more if qualified in dental sur- 
gery. 


D-158—SALE OF PRACTICE: Estab- 
lished 4 years in New York community 
of 32,000. Yearly income past 3 years 
$10,500, price $6,000 complete. Leaving 
to specialize in N.Y.C. 


D-177—DENTIST: Clinician for position 
involving operation of dental trailer 
unit in rural sections of State. Work 
limited to children’s dentistry. Salary 
approximately $5,000 plus traveling ex- 
penses including board and room. 


D-166——-PEDODONTIST: to take over 
children’s work of unopposed estab- 
lished practice. Present man will re- 
main and specialize in Orthodontics. 
Splendid Florida location. Percentage 
arrangement—no expenses borne by in- 
coming man. Can make $20,000 to $30,- 
000. 
e 


D-178—DENTIST: general or periodon- 
tia, not over 35. Associate with Chicago 
dental group. 3 dentists housed in neat, 
attractive, bungalow office representing 
$80,000 investment. Remuneration on a 
percentage or straight salary basis. 
Should approximate $6,000 first year. 


D-185—DENTIST: take over practice 
of man while in service, with opportu- 
nity for permanent association. Mid- 
western city of 65,000. 


D-173—UNOPPOSED LOCATION: Com- 
munity in urgent need of dentist; rich 
farming area; chamber of commerce 
will give support in getting young man 
established. Pacific Northwest. 


Woodward Medical Personnel Bureau (cont'd) 


D-180—PUBLIC HEALTH DENTIST: 
$7,200 to start, advance to $8,400 plus 
allowances for traveling expenses. 
Young man sincerely interested in 
making public health a career. 


D-133—GENERAL DENTIST: Clinic 
group recently formed, 20 miles from 
large Indiana industrial and commer- 
cial city. 4 man group—salaried ap- 
pointment. 


D-138—ORTHODONTIST: Establish in- 
dividual practice: new clinic building 
with laboratory facilities. Rapidly grow- 
ing industrial, farming Westcoast com- 
munity near university metropolis. 


D-182—PRACTICE FOR SALE: Estab- 
lished 22 years in suburban district of 
leading Ohio city. Grossing $24,000 per 
year—price $5,000, any reasonable 
terms. Will consider straight salary 
associate pending prolonged investiga- 
tion of practice. 


D-187—MUNICIPAL DENTIST: for for- 
eign possession of United States. Mild 


tropical climate, pleasant living condi- 
tions. 


OPPORTUNITIES WANTED 


(a) ORAL SURGEON; seeks new loca- 
tion. 18 years experience in private 
practice, military and industrial work. 
Eligible for American Board Certifica- 
tion. Exempt from military service. 


(b) PEDODONTIST: B.S. degree, D.D.S. 
degree, will receive M.S. in children’s 
dentistry in February. Age 32. Seeks 
association with another dentist, group 
affiliation, or teaching appointment. 


(c) PEDODONTIST or ORTHODON- 
TIST: Age 40, D.M.D. Harvard. Several 
P.G. courses in leading schools. 14 years 
successful private practice. 


(d) GENERAL DENTIST with 13 years 
experience in private practice and 14 
years experience in industrial work 
seeks salaried position. 


(e) PERIODONTIST: B.S. and D.D.S. 
State University, internship, 4 years 
Army dental officer, 12 years private 
practice, desires an association in the 
West or South. 


(f) ORAL SURGEON: Age 34, D.M.D. 
and B.S. state university. Just com- 
pleted 3 year fellowship at Mayo Foun- 
dation. Will consider any type of ap- 
pointment in oral surgery. 


e 
(zg) ORAL SURGEON: Young man with 
M.S. and 2 years hospital staff experi- 


ence desires to relocate. Also experience 
in Orthodontia and Prosthodontia. 
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Burneice Larson, Director 
The Medical Bureau 
Palmolive Building 
Chicago |, Illinois 


OPPORTUNITIES AVAILABLE 


WANTED—(a) Dentists qualified in 
teaching for following academic ap- 
pointments: (1) Oral pathology; labora- 
tory, lecture and research work; West. 
(2) Operative dentistry and denture 
prosthesis; South. (3) Instructors in 
bacteriology, clinical pathology, phar- 
macology, prosthetics, pedodontics; 
South. (4) Instructors in operative den- 
tistry, crown and bridge, general and 
oral pathology; East. 


(b) Dentist interested research in all 
phases of oral diseases; long-range pro- 
gram; Midwestern university. 


(c) Pedodontist to become associated 
with dentist having large general prac- 
tice; university town: Midwest. 


(d) Associate; general practice; early 
partnership; New Hampshire. 


(e) Dentist qualified children's dentis- 
try: public health appointment; $5000- 
$6000: South. 


(f) Associate; general practice; early 
partnership; fairly large town; Illinois. 


(gz) General practitioners and, also, 
dentists qualified in prosthetics, oral 
surgery, children’s dentistry; large 
health organization; East. 


(h) Associate; general practice; South- 
ern California. 


» Associate; general practice; Colora- 


o> General practitioner or orthodon- 
tist; associateship; college town; South 
Carolina 


(k) Public Health dentist; tropical is- 
lands 


(1) General practitioner and, also, pedo- 
dontist; group clinic and hospital ap- 
pointments; $5,000-$7,000; West. 


(m) Public Health dentist: M.P.H. or 
experience required; $7200; 
Fest. 


(n) Pedodontist to become associated 
with pedodontist well established in 
Michigan. 


(o) Associate; general practice; college 
town, Massachusetts. 


(p) General ractitioner; group ap- 

pointment; salary or percentage pro- 

viding excellent income; South Dakota. 


(q) School health department; oppor- 
tunity for obtaining excellent training 
in children’s and public health dentis- 
try; duties those encountered in any 
well regulated private practice; Mid- 
west. 

(r) Associate; general practice: part- 
nership; Maryland. 


(s) Institutional appointment; Michi- 
gan 


~ 
(t) Staff dentist: large hospital; South- 
east; substantial salary plus complete 
family. 


(u) Full time hospital appointment; 
New York. 


(v) Resident in oral ourgesy excellent 
clinic; university town; west. 
e 


(w) Dental intern; teaching hospital; 
South 


(x) General practitioner qualified chil- 
dren's dentistry to become associated 
with two dentists, long established; 
Chicago area. 


WANTED 
(a) Dental hygienist; dentist long es- 
tablished in Pennsylvania 


(b) Hygienist and, also, dental x-ray 
technician; group clinic and hospital 
appointment; Southwest. 


(c) Hygienist; dental clinic, large in- 
dustrial company; Midwest. 


(ad) Hygienist; hospital appointment; 
New York. 


(e) Dental Hygienist, newly created po- 
sition, public schools, winter resort 
town, California. 


OPPORTUNITIES WANTED 

Dentist seeks administrative position in 
dentistry or related field; interested, 
also, education, research; B.A., D.D.S 
degrees; considerable work toward 
M.P.H., two years, public health den- 
tistry. 


Dentist with several years experience 
on staff of state hospital is available 
for institutional appointment; three 
years’ general practice; two years with 
mobile dental unit before accepting 
present position. 


Oral surgeon; B. S., D.M.D., state uni- 
versity; three-year fellowship in oral 
surgery for which he received M.S. 
gree (Dental Surgery): eligible for 
American Board, Oral Surgery, 1951. 


Dentist, D.D.S., Northwestern Univer- 
sity Dental School, is available for op- 
portunity in Pedodontics; training con- 
sist of year’s graduate training and 
year’s internship, children’s dentistry. 


B.A., D.D.S., Middle Western university; 
now completing nearly three years’ 
graduate training in Periodontia and 
Oral Pathology for which he will re- 
ceive Master's degree; teaching expe- 
rience before entering dental school. 


Dentist completing graduate work in 
prosthetic dentistry leading to Master 
of Science degree; several years’ suc- 
cessful private practice before special- 
izing. 


Wanted—Teaching and research posi- 
tion in operative dentistry and crown 
and bridge: B.A., Ph.D., D.DS,, 
degrees (major in Education); several 
years experience in teaching chemistry 
to pre-medical and pre-dental students 
before entering dental school; five 
years’ experience teaching crown and 
bridge. e 


Dentist is available for institutional or 
public health position; B.A., 
Iniversity of Texas; two years’ public 

health experience. 


Orthodontist; B.A., D.DS., Columbia 
University; internship in orthodontia 
and oral surgery, teaching hospital; 
two years’ graduate training in ortho- 
dontia for which he received M.S. de- 
gree. 
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NNOUNCEMENT!! 
NEW TI-LECTRO POLISHER 


Brings magic brilliance to Ticonium 
Cases. 

Doctors acclaim new eye appeal. 
TICONIUM again brings out the NEW. This time 
it is an electric method of polishing that com- 
pletely eliminates mechanical polishing on the 
tissue side of your prosthetic case! Never before 
have you seen such brilliance, such "high-keyed” 
lustre. TI-LLECTRO POLISHED CASES hove tre- 
mendous eye appeal. 


Ask your Ticonium Laboratory about TI-LECTRO 
POLISHING | It's brighter — better — more at- 
tractive — exclusive with Ticonium. 


another FIRST by 


413 N. Pear! Street. .... Albany |, N.Y. 


TICONIUM 
413 N. PEARL ST. 
ALBANY N.Y 


| WANT TO TRY A TI-LECTRO CASE. PLEASE 
HAVE YOUR NEAREST LABORATORY CALL ON ME. 


NAME 
ADDRESS 
city 
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TABLETS 
BUFFERED 
Crystalline 
Penicillin G 
Potassium 


250,000 UNITS 


In exodontia, the value of prophylactic 
penicillin administration to patients 
with rheumatic heart disease or severe 
infection is well established. Given be- 
fore and following extraction, peni- 
cillin greatly reduces the incidence of 
blood-borne infection and minimizes 
the chances for secondary complica- 
tions both in situ and in distant 
structures. 

Tablets, Buffered Penicillin-C.S.C., 
providing 250,000 units of potassium 
penicillin G per tablet, are an excel- 
lent means of instituting prophylactic 
therapy. A single tablet 4 to 6 times 
daily is usually adequate. 

The oral administration ot penicillin 
has also been recommended pre- and 
postoperatively when there is danger 
of systemic infection following sur- 
gery, especially in the case of infected 
tonsils, periapical abscesses, etc. For 


this purpose a minimum of 750,000 
units should be given during the 24 
hours before operation and 500,000 
to 1,000,000 units daily in divided 
doses every 4 hours after operation for 
3 or 4 days. 

At your prescription pharmacy in 
boxes of 10 tablets, each tablet in- 
dividually sealed in foil. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREST, NEW YORK 17, NEW YORK 
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American Dental Assn. . ..A-22, A-28, A-30, 

A-32, A-33, A-34, A-38, A-40, A-60 
Austenal Laboratories ..........: A-46, A-47 


-A-17 


Classified Advertising A-64, A-65, A-66, A-67 
Commercial Solvents Corp. ........... A-69 
Columbus Dental Mfg. Co. ..........44 A-7 
Cook-Waite Laboratories ....... ./ A-50, A-51 
Crescent Dental Mfg. Co. ............ A-14 


Cosmos Dental Products, Inc. ...A-20, A-21 


Dee Division, Handy & Harman ........A-1 
Dental Perfection Co. A-57 


Dentists’ Supply Co. of N. Y. ....2nd Cover 
Dentists’ Supply Co. of N. Y. ....4th Cover 
Dunhill of London, Alfred ............ A-27 
Electronic Surgical Equip. Co. ........A-52 
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Hanau Engineering Co. .............. 


INDEX TO ADVERTISEMENTS 
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Housing Application (A.D.A.) ...A-24, A-25 


Master Appliance Mfg. Co. .........../ A-45 
Medical Protective Co. ..............-A-27 
National Dairy Council A-23 
Novocol Chemical Mfg. Co. ........... A-18 
A-4 
Pepsodent Div., Lever Bros. Co. ......./ A-29 


Physicians Casualty & Health Assn. ... ./ 


Reserve Plan, Inc. ............-A-36, A-37 


South Shore Camera Co. .............A-45 
A-10 
Standard Dental Products Co. ......./ A-35 
Union Broach Co. .............A-40, A-45 
Wernet Dental Mfg. Co. ......../ A-54, A-55 
White Dental Mfg. Co., The S. S. . A-62, A-63 
Whitehall Pharmacal Co. ............! A-31 
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for the Boardwalk 


AND THE A.D.A.'s 91st ANNUAL SESSION 


gid | 


Pro this famous boardwalk you'll stroll this Autumn, 
or roll in “baskets-on-wheels”. . . greeting friends, meeting with thousands of 
your colleagues at the A.D.A.’s 91st Annual Session. Here in Atlantic City, in the 
world’s largest convention hall, you'll enjoy a program covering every phase of 
dentistry today—and highlighted by all that’s new you want to know. Jot down these 
ideal dates: October 30th through November 2nd .. . days that are choice for warm 
sunshine salted by the ocean breeze, nights that are cool and starlit. 
Accommodations are plentiful, but it’s well to file an early application 
for preferred locations. For a vacation you and your family will 
long remember and a world of new and profitable ideas to 
make it pay, plan now to come to this city by the sea... 


Make Reservations Now! Use Official 
Form on Page 25. 
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